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How to make 


“PAID IN FULL’ 


mean what it says... 













Tun PATIENT who leaves with a receipted bill 
takes you at your word. The way to start him 
grumbling in gatherings is to send him an addi- 
tional bill some days later. Nine times out of ten 
the additional bill covers costs incurred just prior 
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A Typical nl Telescriber System 
One check-up message from the business 
office to all departments brings all final 
charges when the patient is ready to leave. 








to discharge — and overlooked when his final bill 






was made up. 






To prevent this, install a TelAutograph Tele- 
scriber System. Pharmacy, X-Ray, Laboratory 
and all other departments where charges occur 
notify the cashier in writing the instant the charge 
is incurred. 








No confusion, no embarrassing last-minute in- 






accuracies, no irritating waits for the patient when 





he is anxious to be on his way. When he is ready, 






his bill is ready to be paid in full. 






Write for new literature 


on Patient Discharge 
Service. 
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SOUND CONDITIONING IS INEXPENSIVE... 


Remember— In many new hospitals (and in new wings on existing 

hospitals) the cost of Acousti- Celotex sound conditioning hardly exceeds 
the cost of the usual surface that it replaces. And in all installations, 

the long term savings in fatigue of doctors and nurses...in patients’ comfort 
...and in heightened efficiency of hospital personnel, justify many 

times over the cost of the acoustical treatment. 


SOUND CONDITIONING IS EASY TO INSTALL... 


Remember— Hundreds of hospital installations have been completed 

by the distributors of Acousti-Celotex* products using special methods and 
equipment that make the job quick, clean, and quiet. Rubber - tired 
scaffolds, wall-to-wall drop cloths, and silently-driven screws instead of 
hammered nails, are a few of the devices that have stuffed 

our files with warm letters of appreciation from hospital directors. 


SOUND CONDITIONING IS EASY TO MAINTAIN... 


Remember— You can paint repeatedly the perforated tiles used in 
Acousti-Celotex sound conditioning...yet Acousti-Celotex will continue 
to blot up noise as thirstily as ever. These are some of the 

reasons why more hospitals have been sound conditioned with 
Acousti-Celotex products than with any other material. 


YOU ARE OFFERED, without cost or obligation, a complete analysis 
of the noise problem in your own hospital by a trained sound technician— 
your nearest distributor of Acousti-Celotex products. 








His judgment gives you the benefit of the accumulated skill of a 

quarter century in sound conditioning . . . and experience in installing 
millions of square feet of Acousti-Celotex products. Write us today for the 
name of your nearest distributor in the United States or Canada. 


Sound conditioning is a sound investment. # REG. U. S. PAT. OFF. 


THE CELOTEX CORPORATION, CHICAGO 3, ILLINOIS 
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EVERY SOUND CONDITIONING PROBLEM 
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® Fenwal representatives 
are equipped to assist 
you in the selection, in- 
stallation and operation 
of equipment best adapt- 
ed to meet the volume 
requirements of your hos- 
pital, 
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TEL-O-SEAL CONTAINERS 
For I.V. solutions. Permits rou- 
tine sterility check during stor- 

age period. Available in 350, 
500, 1000, 1500 and 2000 ml. 


















POUR-O-VAC CONTAINERS 
For sterile water and saline 
technics. Available in 350, 500, 

1000, 1500, 2000 and 3000 ml. 





AMP-0-VAC— 


The Reusable Ampule 
Reduces the waste of novocaine 
and similar medications by per- 
mitting periodic withdrawals as 
required without exposing bal- 
ance of contents to air. Con- 
tainer and hermetic closure 
may be repeatedly sterilized. 
Available in 75 ml. size only. 










ediate importance to you 
HOSPITAL PHARMACIST 


_In spite of the current spiral of inflationary costs, 
your skill plus Fenwal Equipment and Technics can 
effect drastic réductions in the cost of intravenous 
solutions for your hospital. 
















FENWAL ASSURES SAFETY, 
ACCURACY AND CONVENIENCE 


every phase of I.V. therapy; sterile water procedure; 





1 Standardized equipment and technics which cover 


preparation of antibiotics in solution. 


sory apparatus. 


in many leading hospitals throughout the world. 


FENWAL offers to hospital pharmacists, by virtue 
of their scientific training, experience and position, 
the means of effecting substantial and immediate 
economies for affiliated hospitals .. . and in addition 


...the opportunity to enhance the prestige of their 


pharmacy services. 




















5243 Broadway 





2 Specially designed Pyrex Brand glass containers 
from 75 ml. to 3000 ml. Six practical sizes that accom- 
modate interchangeable hermetic seals. 


3 .Reusable vacuum closures. 


4 Automatic washing and filling equipment and acces- 


5 A background of 10 years of satisfactory operation 


Heapauarters FOR SCIENTIFIC 
GLASS BLOWING, LABORATORY 
AND CLINICAL RESEARCH AP= , 
PARATUS, REAGENT CHEMICALS / 


- 





ORDER TODAY or write today 


for further information 


| MACALASTER BICKNELL 


COMPANY 














Cambridge 39, Massachusetts 


Hospital Association and< Mied Meetings § 


American Hospital Association 50th Annual Convention—September 20-23; Atlantic City. 





REGIONAL MEETINGS — 1949 New England Hospital Assembly—March 28- Hawaii—December 1-2; Honolulu (Mate! 

















Association of Western Hospitals—May 9- _ eeton (Stelter Hotel). Smythe Memorial Building). 
12; San Francisco (Civic Auditorium). Tri-State Hospital Assembly—May 2-4; Chi- | Kansas—November 18-19; Topeka (Jayhaw 
i aa ia cago (Palmer House). Hotel). 
vlna Vignes Hownitel Conerence Upper Mien! Hol Canforanco—May _ Mettabs—Octobr 1619: Wnips: (Ro 
derbilt Hotel] 26-28; Minneapolis (Nicollet Hotel). al Alexandra Hotel). 
i Maryland—District of Columbia—N e 
Mid-West Hospital Association—April 26-28; STATE MEETINGS—1948 8.9: Washington yong a : 
Kansas City (Municipal Auditorium and Alberta—November 8-10; Calgery (Palliser  Michigan—November 8-9: Grand Rapid 
Hotel President). Hotel). (Pantlind Hotel). : iia 
Middle Atlantic Hospital Conference—May California Midyear—November 11-12; Santa — Mississippi—October 18-19; Biloxi (Buena 
18-20; Atlantic City (Convention Hall). Barbara (Recreation Center). Vista Hotel). 
Missouri—December 6-7; St. Louis (Jeffer- 








son Hotel). 

Montana—October 18-19; Helena (Placer 
Hotel). 

Nebraska—November 17-18; Lincoln (Corn- 
husker Hotel). 

Oklahoma—November 4-5; Oklahoma City 
(Skirvin Hotel). 

Ontario—November 1-3; Toronto (Royal 
York Hotel). 

Oregon—October 6-7; Columbia Gorge, 
Hood River. 

South Dakota—October 18-19; Yankton 

(Charles Gurney Hotel). 




























STATE MEETINGS — 1949 
lowa—April 22; Des Moines (Fort Des Moines 






Davy ~ Literally laughed to near oblivion, 













Nitrous Oxid travelled the Hotel). - 
kerosene circuits as “Laughing Gas”—the “CC 28; Boston (Statler ’ 
Hotel). 







inhalation of which was a frolicsome fad for 
long years before its medical properties were 
fully understood. As early as 1800, Sir 








Ohio—March 23-26; Columbus (Nei! House). 
Texas—April 19-21; Galveston (Buccaneer 







Humphrey Davy discovered the anesthetic Hotel). 
properties of Nitrous Oxid. Davy’s reports Wi a 17: Milwaukee (Sch 
lay dormant for almost half a century while is nell. ruary 17; Milwaukee (Schroe- x 


Nitrous Oxid became a plaything of promoters 
and charlatans who used it to amuse country 
audiences. From side show to surgery is a 
long step indeed—but thanks to science, 
Nitrous Oxid finally achieved rightful 
recognition as an anesthetic gas of 

inestimable value. 











OTHER MEETINGS 

American Association of Medical Record 
Librarians—October 418-22; Los Angeles. 

American Association of Nurse Anesthetists 
—September 20-23; Atlantic City (Ritz 
Carlton Hotel). 

American College of Hospital Adminisira- 






























Also of inestimable value ... the pre- 







































































administrative assurance of purity and b A 
uniform quality of content in every gas tors — September 18-19; Atlantic City pe 
cylinder bearing the “Puritan Maid” label. (Traymore Hotel). ; m: 
American College of Surgeons, Clinical Con- 
gress—October 18-22; Los Angeles (Bilt- sp 
more Hotel). 
‘ yoo at American Dietetic Association—October 18- 
We will see ENTION 22; Boston (Hotel Statler). : 
IATION CONV ‘ ae 810 
AMERICAN HOSPITAL ASSOC Atlantic, City American Occupational Therapy Association 
Convention Hall Booths 722 and weplentber 7-11; New York City (Hote fin 
Sept. 20-23 Shuey, Evers p , : y 
Koons, Hooper, Peters: Pennsylvania). rul 
American Protestant Hospital Association— i 
September 17-19; Atlantic City (Hotel 18 
' Dennis). ful 
PURITAN COMPRESSED GAS CORPORATION Annual Conference of Blue Cross-Blue Shield 
Plans—October 25-28; French Lick, Ind. ma 
* Rex 


(French Lick Springs Hotel). 





BALTIMORE ATLANTA BOSTON CHICAGO CINCINNATI DALLAS 
DETROIT NEW YORK ST. LOUIS ST. PAUL KANSAS CITY 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases and Gas Therapy Equipment 
PURITAN DEALERS IN MOST PRINCIPAL CITIES 















INSTITUTES 

(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Personnel Institute—October 4-8; New York 

City (New Yorker Hotel). 
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Wyandotte makes a cleaning com- 
pound for each and every type of 
maintenance cleaning job. In the 
specialized Wyandotte line are: 


Wyandotte Wax —a water emul- 
sion wax for use on all types of 
finished wood floors, asphalt tile, 
rubber tile and linoleum floors. It 
is wear-resistant, anti-slip, beauti- 
ful to look at, easy to apply and 
Maintain. 


*Registered trade-mark 


WYANDOTTE CHEMICALS CORPORATION 


WYANDOTTE, MICHIGAN ° SERVICE REPRESENTATIVES IN 88 CITIES 
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W yandotte F-100*— an all-soluble 
compound for cleaning and dewax- 
ing floors. F-100 cleans thoroughly 
and rinses freely, leaving no film or 
white deposit after floors are mopped 


and rinsed. 


Wyandotte Detergent —the all- 
purpose general maintenance 
cleaner for use on painted surfaces, 
floors, enamel, tile and marble. 
Quick, efficient, economical. 





W yandotte Paydet — a safe, speedy 
paste cleaner for use on porcelain 
enamel and metal surfaces. 

Wyandotte Steri-Chlor*— an out- 
standing germicide and deodorant 
that insures a high degree of sani- 
tary protection. Completely safe. 
easy to use. 

For complete information on these 
tested Wyandotte Compounds, call 


your Wyandotte Representative. 





V yandotte 


REG. U. S. PAT. OFF. 
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PROBLEM 








Old, out-moded equipment in laundry at 
Hackensack Hospital proved inadequate 
to meet greatly increased demands for 
clean linens. 








SOLUTION 








Our Laundry Advisor was called in to 
help plan a modern laundry to be in- 
stalled in new building. He carefully sur- 
veyed laundry requirements and sub- 
mitted his recommendations for most effi- 
cient, cost-saving production. Hospital 
then installed latest, high-speed equip- 
ment, partially shown here. 








RESULTS 








Hackensack Hospital reports plenty of 
clean linens are always available to satis- 
fy demands. Quality of laundering is bet- 
ter, costs are lower. Old laundry required 
17 operators working 60 hours a week; 
modernized laundry has only 12 oper- 
ators, working 40 hours per week. 


CALL IN our Laundry Advisor to help solve 
your laundry problem. WRITE TODAY. 
There’s no obligation. 

















In modernized, labor-saving laundry at Hackensack Hospital, 
operator mechanically unloads one of two CASCADE Automatic 
Unloading Washers with Companion Washing Controls into 
NOTRUX Extractor Containers. 


Saving two operators, this 8-Roll SYLON Flatwork Ironer with 
TRUMATIC Folder beautifully irons and automatically folds large 
pieces at high speed. 


Every Department of the Hos- 
pital Depends on the Laundry. 





THE AMERICAN LAUNDRY 
MACHINERY COMPANY 


CINCINNATI 12, OHIO 
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Your President Corts 





RESIDENT TRUMAN wrote this 

letter to John V. Connorton, 
Ph.D., executive director of the 
Greater New York Hospital Asso- 
ciation: 

“In reference to your recent let- 
ter on the relationships of our vol- 
untary hospitals to a national health 
program, I have always found that 
the development of our voluntary 
hospitals was characteristically 
American. It is an expression of 
individual initiative in our com- 
munity activities to meet the needs 
of our sick neighbors. 

“Nothing in the plans I have in 
mind or in the recommendations I 
have made to the Congress looking 
toward a national health program 
would interfere in any way with 
the 3,000 or more of our national 





a part of the hospital care for our 
people. I depend upon a peculiar 
genius for combining government 
and voluntary actions to expand 
our hospital system. 


“In fact, I am sure you would 
agree that the Hospital Survey and 
Construction Act was an important 
step in starting greater cooperation 
between the government and our 
hospitals as we worked together to 
meet the nation’s needs. We shall 
count on our voluntary hospitals 
in the future as we have in the 
past as one’ of our great health 
resources in terms of leadership 
and in terms of service. I shall be 
glad if you will make my views 
known not only to your New York 
group but also to your colleagues 


hospitals which compose so large 








and private interests. 


degree, he has much to offer. 


with us immediately. 





CHICAGO 








EXTENSIVELY travelled—his knowledge of hospitals gained first 
hand and from the bottom up, this man’s ability has been 
called upon in many difficult situations by both government 


He now wants to turn his full energies into the administra- 
tion of his own hospital. Forty-one years of age, university 


If, as a member of a hospital board you know where this 
man can be utilized to full advantage, please communicate 


If you’re attending the Convention at Atlantic City 
from September 20 to 
and say hello. Our booth is 111. 


BURNEICE LARSON, Director 
THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 


23, please stop by 


ILLINOIS 

















in the three national hospital asso- 
ciations.” 

The President had seen a copy 
of a talk I made to the Greater New 
York Hospital Association on ‘The 
Role of the Voluntary Hospital in a 
Free Society.” 

xk k * 

This is what I wrote the Presi- 
dent: 

“T am taking the liberty of send- 
ing to you a statistical resume of 
the importance of the voluntary 
nonprofit hospitals in the health 
picture of our nation. You will note 
that the voluntary hospitals pro- 
vide care for most of the over 
15,000,000 Americans that enter 
hospitals each year as patients, 
and, therefore, save the govern- 
ment enormous amounts of money 
in capital and operating costs. 

“These voluntary nonprofit hos- 
pitals have been established by 
civic-minded citizens in each com- 
munity who are determined to con- 
tinue their support of the volun- 
tary hospital as a symbol of what 
enlightened men should do for oth- 
ers in a free society. As a result 
many valuable contributions to the 
progress of medical science and na- 
tional health have been made by 
the voluntary hospital founded by 
members of the Protestant, Cath- 
olic and Jewish faiths and many 
non-sectarian groups. 

“It is the belief of some observ- 
ers that your proposed hospital 
program may mean the eventual 
abolition of the voluntary hospital. 
On the other hand, others believe 
that your only desire is to better 
the hospitals of the nation through 
government cooperation with the 
voluntary nonprofit hospitals which 
are already carrying most of the 
burden of caring for the sick. 

“If you find it convenient, I 
should welcome an opportunity to 
discuss this matter with you or re- 
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a Will Ross IDEA 


that took 
the “Guess” 
out of 


PILLOW BUYING... 


Back in the middle Thirties we became inter- 
ested in building a line of ‘feather pillows for 
hospital use. It seemed simple enough in pros- 
pect. But we were amazed to find that we had 
chosen a very ‘“‘tricky’’ enterprise. No one ap- 
peared to know much about the subject. The 
label on a pillow seemed to have little real 
significance. We found that even the most repu- 
table merchants, through ignorance, were un- 
wittingly selling misbranded pillows. 


So we went to school. We studied feathers. 
We spent more than a year gathering informa- 
tion, analyzing pillows bought on the open mar- 
ket; interviewing manufacturers; double check- 
ing our facts. And, though our original pur- 
pose had been only to develop a line of pil- 
lows, the information we gathered seemed so 
important that we decided to publish it in a 
booklet, ‘‘What Every Hospital Buyer Should 
Know About FEATHERS"’.* That was in Sep- 
tember, 1939. 


Full of factual information and liberally illus- 
trated with photographs and diagrams, the 
booklet must have done its job well because 
since then it has been distributed far beyond 
the hospital field — to Universities, Libraries, 
Government Departments and others. 


However successful the booklet may have been 


generally, the thing in which we are most in- | The WHITE KNIGHT label on pillows has spe- 


terested is that it is — senna will Ross Idea cial meaning because all White Knight Pillows 
that has helped to improve hospital service, 


reduce waste, and simplify the complicated 
task of hospital purchasing. 


are exactly as represented and carry the ‘New 
York State Label”—a guarantee with “teeth in 
it” which, to the best of our knowledge is the 


"If you would like to have a copy of this booklet, we best existing guarantee against misbranding 


will be glad to send one free on request. 


WI LL ROSS, INC. Manufacturers and Distributors of Hospital and Sanatorium Supplies and Equipment 
oe 


MILWAUKEE 10, WISCONSIN 





SEPTEMBER 1948, VOL. 22 











CHECK THESE 
FACTORS 
IN PRESSURE © 
STERILIZATION 





STEAM PENETRATING TO 
CENTER OF BUNDLE 
PACKS 


x] 


GAUGES AND RECORDER 
READING CORRECTLY 





























TIME AND TEMPERATURE 
ADEQUATE 


Diack Controls have been 
checking these factors and 
assuring positive sterilization 
for 38 years. 











ceive-a statement of your views as 
to the place of the voluntary non- 
profit hospital in your health pro- 
gram.” 

kt: Kw 

The point I am driving at is that 
the powers-that-be in Washington 
are kidding the hospitals and the 
public they serve when they insist 
that national compulsory sickness 
insurance, such as proposed in 
the Wagner-Murray-Dingell Bill, 
would not result eventually in 
complete governmental control, 
including ownership, of all hospi- 
tals. We need only to look at what 
has just happened to the hospitals 
in Great Britain to reach that con- 
clusion. 

x * *& 

This is the statistical resume 
mentioned in my letter: 

In 1946 a total of 15,153,452 per- 
sons were admitted to hospitals, 
according to the annual census of 
hospitals registered with the Amer- 
ican Medical Association. Hospital 
admissions were divided among 
four groups of hospitals as fol- 
lows: 

Governmental 
Federal 
hospitals 
City, county and 
state hospitals 2,648,452 4,598,163 
Non-governmental 
Voluntary non- 

profit hospitals 9,198,159 

Proprietary 


hospitals 1,357,130 10,555,289 
Total ; 15,153,452 


1,949,711 





These figures indicate that the 
bulk of hospital admissions were 
to voluntary nonprofit hospitals 
operated by nonprofit organizations 
such as associations, community 
groups and churches. It should be 
pointed out that governmental hos- 
pitals include the majority of spe- 
cial hospitals which care for pa- 
tients with long-term illnesses— 
mental, tuberculosis and other 
chronic cases. 

More than three times as many 
persons were admitted to voluntary 
nonprofit hospitals as to city, coun- 
ty and state hospitals. These volun- 
tary nonprofit hospitals furnished 
general medical and surgical care 
to the majority of our population. 

For general medical and surgical 
care—the type required by the 
average citizen who goes to a hos- 
pital—the number of beds avail- 
able in governmental and non- 
governmental general hospitals is 


nearly the same. But the following 
analysis of turnover indicates tha: 
the majority of our population de- 
pends upon the voluntary nonprofii 
hospital for general medical anc 
surgical hospital care. 


Non-govern- Govern- 
mental mental 


General 

Hospitals 

Average daily 
census 

Total 
admissions 

Average Length 
of stay 


254,203 242,324 


10,045,868 4,005,540 


9.6days 22.1 day 


Maternity care 


Births in volun- 
tary nonprofit 
hospitals 

Births in proprie- 
tary hospitals 206,775 1,801,427 

Births in governmental 
hospitals 

Total all hospitals 


1,594,652 


334,947 
2,136,373 


x *k * 


The executive committee of the 
National Health Assembly met in 
June to consider implementation of 
the recommendations of its 14 sec- 
tions. After lengthy discussion a 
smaller steering committee was 
appointed by Federal Security 
Administrator Ewing. Its members 
are: Jerry Voorhis, Katharine 
Densford, George Lull, Vlado Get- 
ting, Mrs. Albert Lasker, Mrs. Eu- 
gene Meyer and myself. 

At a meeting late in July we 
made further progress toward or- 
ganizing a concerted national ef- 
fort to do something about these 
recommendations. All of the 25 na- 
tional organizations represented on 
the executive committee apparent- 
ly support such a program. We are 
also working on coordination of 
our efforts with the activities of the 
National Health Council. 


x k * 


Mr. Ewing served us a very nice 
lunch in his office. Congress at that 
time was investigating, according 
to the Washington papers, because 
the cook who prepared the lunch 
is an employee of St. Elizabeth's 
Hospital. I may be called before a 
congressional committee to testify. 
I hope the poor cook is not sus- 
pected of being a Russian spy. The 
vagaries of politics in an election 
year are something. 


Saban (, Keir 
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Washes, Sterilizes and Dries 


2 FULL TRAYS 
TIMES AS FAST 





OU can gain an hour of the time now 
used to prepare your instruments for 
re-use. 

Take that on the authority of the Amer- 
ican Sterilizer Company, Erie, Pa. They 
say, “this new pressure-type sterilizer will 
process two full trays of instruments, and 
that means everything—washing, steriliz- 
ing and drying — three jobs that usually 
take an hour and a quarter or more by 
ordinary scrubbing and sterilizing.” 


Other Features 


Speed is not the only advantage of this 
new American Instrument Washer and 


Sterilizer. 
The cabinet-type design makes it pos- 


HEAVY, WELDED STERILIZ- 
ING CHAMBER of Monel and 
Nickel-clad steel is a feature 
of this hydraulically operated 
Instrument Washer-Sterilizer. 
Note wide-opening door that 
bermits speedy, safe handling 
of the loaded Monel instru- 
ment trays. Sterilizer also made 
in recessed type. Photo cour- 
tesy of American Sterilizer 
Company, Erie, Pa. 


sible to utilize standard instrument trays, 
therefore easier and more efficient loading 
of instruments. The instrument trays are 
raised and lowered out of the bath hy- 
draulically. 

A single rotary valve operates all pro- 
gressive steps of the functional cycle, 
eliminating possible confusion experi- 
enced with a multiplicity of valves. 

Provision for recessed installation 
eliminates excess heat in the workroom 
and conserves space. A self-contained con- 
denser vent for the exhaust of steam 
eliminates the need for a special large 
exhaust line to the atmosphere. 


Built-to-last Construction 


For dependable performance, this modern 
sterilizer features a heavy welded steriliz- 
ing chamber of Lukens Nickel-clad steel 
and Monel* with trays of solid Monel— 
a combination whose choice is based on a 
record of satisfactory performance in the 
many types of sterilizers made by Amer- 
ican. 

Lukens Nickel-clad steel and strong, tough 
Monel resist heat, moisture, steam and a 
wide range of acids, alkalies and hospital 
solutions. 

That’s why —in more than 25 
O years of on-the-job duty—Monel 

eo) has come to be recognized as 
The Standard Metal of the 
Modern Hospital. 


EMBLEM 7x OF SERVICE 


TRACE MARE 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 Wall Street, New York 5, N.Y. 


*Reg. U.S. Pat. Off. 
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Service From: Fteadqua VLCTS 


BOARD MEMBERSHIP 


The constitution and by-laws of our hos- 
pital specifically state that no practitioner of 
medicine or surgery shall be eligible for the 
office of trustee. A small group of our staff 
is clamoring for representation on the board. 
Is this provision in our constitution tenable? 
What is the reason for the College of Sur- 
geons' recommendation for exclusion of staff 
doctors from the board? 

It is is my own personal opin- 
ion, and I believe it would be the 
official opinion of the Association, 
that practicing physicians should 
not be members of the board of 
trustees of a hospital. Repeatedly 
it has been found that physicians 
in that position find it most diffi- 
cult to give objective opinions on 
decisions coming to the board of 
trustees that affect medical prac- 
tice within the hospital. 

While most physicians try not 
to take advantage of the oppor- 
tunity of participating as a mem- 
ber of the governing board, such 
a position certainly would permit 
abuse in the interest of the phy- 
sician board member and his per- 
sonal income or the income of his 
friends. 

I believe that the College of Sur- 
geon’s strong opposition to the 
practice was based on the advised 
judgment of its members that are 
practicing in hospitals. They evi- 
dently believe that such member- 
ship is not in the interest of the 
medical staff of the hospital.— 
GEORGE BUGBEE. 


SOCIAL SERVICE 


Should a social service department be in- 
cluded in a hospital being expanded from 
75 to 200 beds? It is a voluntary institution 
substantially supported by the community 
chest and is located directly across the 
street from the city-county owned hospital 
which treats indigents. 

There is considerable merit in 
having a social service department 
so that trained workers who are 
familiar with community resources 
can advise physicians as well as pa- 
tients on how to obtain needed 
services. A decision on social serv- 
ice is made best in accordance with 
the hospital’s need for such service. 
A most important consideration is 
the opinion of the staff physicians 
on whether their patients actually 
need this service. 

Properly stated, the responsibil- 
ity and function of the medical so- 
cial service worker is to bring the 
whole background and the eco- 
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nomic, social and phsychological 
problems of the patient to the phy- 
sician. It also is her responsibility 
to aid the patient and his family 
in making such adjustments as 
may be required to derive the 
maximum benefit from his hospital 
or outpatient clinic treatment. 
Thus the medical social service 
worker is the link between scien- 
tific medicine and the environmen- 
tal and personal factors which play 
a large part in disease and con- 
valescence. A number of hospitals 
regard medical social service as an 
adjunct worth supplying. For the 
year 1947 the American Hospital 
Association DIRECTORY lists 1,199 
hospitals with social service depart- 
ments.—Dr. CHARLES T. DOLEZAL. 


SURVEY-CONSTRUCTION 


How many states have passed laws estab- 
lishing surveys to qualify for benefits under 
the Hill-Burton Act? Are current figures 
showing the status of activity under this act 
available? 

Early in August, 52 states and 
territories out of a possible 53 had 
qualified for participation in the 
hospital survey and construction 
act. This does not mean that all 52 
passed special enabling legislation. 


Some of the states found that 
existing statutes permitted activi- 
ties which allow them to qualify 
without new legislation. In these, 
either existing health agencies were 
expanded to undertake the project 
or new agencies were created with- 
in existing departments of govern- 
ments. In a majority of states, the 
health department has been de- 
signated as the official state agency. 


Current information about the 
status of activity under the Hill- 
Burton Act can be obtained by 
writing to Dr. Vane M. Hoge, med~ 
ical director of the Division of Hos- 
pital Facilities, U. S. Public Health 
Service, Washington 25, D. C. This 
office can supply information on 
the current number of hospitals 
authorized and under construction. 
—MAuvRICE J. NORBY. 


PURCHASING AGENT 


How large should a hospital be before it 
economically can employ a_ purchasing 
agent? 

Many persons recommend that 
a hospital of 100 beds employ a 
purchasing agent. It is generally 
agreed that hospitals having 150 








or more beds require such a per- 
son. 

In the smaller institutions the 
purchasing agent may be and fre- 
quently is employed in a dual ca- 
pacity. Other duties that fit in with 
purchasing are those of the phar- 
macist. With more manufacturing 
being done in smaller institutions, 
a greater number of them now are 
employing pharmacists.—LEONARD 
P. Goupy. 


DAILY CENSUS 


What is the most acceptable hour at 
which to make the daily count of patients? 

Hospitals commonly use mid- 
night as the census-taking hour. In 
his book, “Accounting, Statistics 
and Business Office Procedures for 
Hospitals,” Charles Roswell says 
these may be some of the reasons: 
“There is less activity at midnight, 
making it a more practical time to 
determine the number of patients 
in the hospital; movement of pa- 
tient population is at a minimum; 
patients are confined to rooms or 
wards and are not likely to be in 
(such places as) special service de- 
partments, (or) on sun porches.” 

Many hospitals charge patients 
for fractional parts of a day, or 
charge for the day of discharge 
after a stated checkout hour. In 
these instances, if the hospital uses 
a midnight census to calculate its 
total inpatient days, such days al- 
most always will differ from the 
total number of days for which in- 
patients are charged.—W. H. Mar- 
KEY JR. 


INSTRUCTION CHARGE: 


Should a hospital charge for diet instruc- 
tion? 

At a recent institute of dietitians 
and administrators, the concensus 
was that no charge should be made 
for the instruction of hospitalized. 
patients. The institute group re- 
ported charges of as much as $10 
for outpatient dietary instruction. 
Some reported no charges. 

In discussion of charges for pro- 
tein hydrolysates, this group felt 
it was a matter to be determined 
by hospital policy. Of those pres- 
ent, 11 said their hospitals did not 
charge and six reported that their 
hospitals charged for this food sup- 
plement.—MARGARET GILLAM. 


INSTITUTES 


Are any more Association institutes plan- 
ned for 1948? 

Five institutes are on the fall 
schedule. These are: Personnel, Oc- 
tober 4-8 at New York City; Ac- 
counting, November 15-19 at Long 
Beach, Calif.; Purchasing, Novem- 
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in the Kny-Scheerer 
Tradition 





@ With prophetic vision, those who have guided the 






destiny of Kny-Scheerer products have regarded 






“Service” as essential to professional good-will as 






the dependable quality of their surgical instruments, 






@ Service—in the Kny-Scheerer tradition, goes fur- 






ther than its general commercial implication. It is a 






willingness to assist the surgical dealer in obtaining 






what may seem unobtainable. No request from a sur- 






gical dealer is ever considered too small . . . no effort 






too great, if a service can be rendered to the surgeon 






and the hospital. 
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KNY-SCHEERER CORPORATION 
483 First Avenue, at 28th Street - . New unk 16, N. a im 


Be 
ber . 


SEPTEMBER 1948, VOL. 22 

















ber 1-5 at Boston; Public Relations, 
December 6-8 at New Orleans, and 
Hospital Planning, December 6-10 
at Washington, D. C. 

Eligibility requirements, pro- 
grams and other details about each 
institute will be published in 
HOSPITALS.—HELEN V. PRUITT. 


OFFICIAL INSIGNIA 


This hospital is a new member of the 
American Hospital Association. What is the 
meaning of the Association's official seal? 


The Association’s insignia, adopt- 








ed in 1927, combines many things. 
Quartering the shield is the Lor- 
raine Cross in blue. This cross has 
been the emblem of relief to the 
unfortunate since medieval times. 

The upper left of the shield con- 
tains. the Caduceus, or wand of 
mercy, which has symbolized the 
healing art for many years. The 
Maltese Cross in the upper right 
has been used by the St. John Am- 
bulance Service for several hun- 
dred years. It was adopted as the 
emblem of the Knights of St. John 
of Jerusalem in 1092 A.D. 





3-in-1 DELIVERY 


Costs You Less! 





WEST'S 
LUSTRE-CLEAN 


TRIPLE-PURPOSE FLOOR CLEANER 
CLEANS + DEODORIZES - LIGHTLY WAXES 


Maintenance men in leading hospitals agree that no floor cleaner 
delivers better or more economical all-around performance for 
your money than Lustre-Clean. In one quick, easy operation Lustre- 


Clean simultaneously cleans, lightly waxes, and deodorizes floors 


in corridors, wards, offices and operating rooms. Also, it protects 
against slipping — keeps the floor-surface looking better longer — 


all without polishing or rubbing. 


Lustre-Clean makes all dirt and grime disappear to be replaced 
by a fresh, glossy wax finish which brings up the natural beauty 
of your floors. Hard-to-remove footprints vanish like magic. If 
you'd like further information on this safe, effective, money-saving 
floor cleaner, contact one of West's large nationwide staff of 
trained sanitation specialists at once. 


PRODUCTS THAT PROMOYE SANITATION 


WES DISINFECTING 
ey Long Island. City 1, N.Y. 


CLEANSING DISINFECTANTS - 


PAPER TOWELS - 


INSECTICIDES + 
AUTOMATIC DEODORIZING APPLIANCES + LIQUID SOAPS 


42-16 West Street 


KOTEX VENDING MACHINES 











The international emblem f. 
the relief of the sick and wounde« 
the Geneva or Greek Cross, is 
the lower left quarter of the shie} 
Across from it is the urn lam». 
which is accepted universally «s 
symbolic of knowledge. 

The American eagle above the 
shield symbolizes the United States, 
and the maple leaves stand for the 
Dominion of Canada. The insignia 
contains the latin motto, Nisi Dom- 
inus Frustra, which means “With- 
out God we can do nothing.” 

Three colors are used in the in- 
signia. They are maroon, blue and 
gold.—C. J. FOLEY. 


DISHWASHING | 


How can a hospital get assistance for im- 
proving its dishwashing procedures? 

Health departments usually have 
a person available who will co- 
operate with the hospital by giv- 
ing group instruction to employees 
and by showing moving pictures of 
correct dishwashing methods. 

Outlines of classes for instruc- 
tion of employees in dishwashing 
procedures are available from the 
American Hospital Association Li- 
brary on request.—MARGARET GIL- 
LAM. 


DISCOUNT PLAN 


Because our hospital faces a large deficit, 
we have thought of increasing income by 
creating an incentive to pay cash at the 
time services are rendered. At present we 
are operating a rather large credit business, 
especially in the outpatient department. A 
suggested discount plan would work like 
this: All charges would be increased 20 per 
cent and patients would be entitled to a 20 
per cent discount if they paid their bills in 
full within 30 days or some other specified 
time. Is this an ethical procedure and have 
any other hospitals tried it? 


I have talked the matter over 
with several other staff members, 
and all of us feel that perhaps such 
a plan, with a go per cent discount, 
would have certain bad public re- 
lations features about it. Inpatients 
may think that if the hospital can 
afford to give a discount of 20 per 
cent, its present rate structure is 
too high. They also will think that 
there is a large element of profit in 
every service the hospital renders. 
Perhaps the public might not feel 
this way if it were a small discount, 
say 2 per cent or 5 per cent, but 
that, too, might be open to ques- 
tion. 

If this 20 per cent discount were 
to be applied to the nominal 
charges made against semi-indigent, 
clinic outpatients, the plan might 
be a way of increasing collections 
without hardship to anyone.—\W. 
H. MARKEY JR. 
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U.S. HOFFMAN 


HOFFMAN EQUIPPED LAUNDRY at 
New York’s Memorial Cancer Center 





Will Double Output to Match Expansion... 


With the recent opening of the Sloan-Kettering 
Institute section of the Memorial Hospital Center 
for Cancer and Allied Diseases in New York, 
laundry requirements have increased materially. 
Eventually, twice the original number of beds and 
a proportionate increase in out-patient service are 
forseen, resulting in a need for doubling the orig- 
inal laundry output. 

The required poundage is planned to be pro- 
duced, without any change in the physical size of 
the Memorial Hospital laundry. Instead, an inten- 
sive expansion has been achieved by modernizing 





with Hoffman laundry equipment. Installed in 
conformance with a thorough-going engineering 
survey and detailed recommendations, Hoffman 
unloading washers,. central supply system (with 
fully automatic controllers), unloading extractors, 
tumbler, 8-roll flatwork ironer, folder, and other 
items already have combined to produce a bal- 
anced linen supply at lower cost per patient day ! 

For full information on how you can increase 
your laundry capacity—perhaps ‘“‘within the same 
four walls’’ or with minimum additional space, 
write now for a Hoffman Laundry Survey 


Mea OC Het 


INSTITUTIONAL LAUNDRY DIVISION * BRANCHES IN ALL PRINCIPAL CITIES | 
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A gift from your hospital... 
truly your hospital’s special 
courtesy to every new mother! 


Hollister Inscribed Birth Certifi- 
cates are prepared to order, with 
the name of your hospital appear- 
ing as a part of the certificate. 


Adopted by leading hospitals 
every where, these certificates faith- 
fully reflect the high character of 
the individual hospitals . . . help 
build good will that lasts a lifetime. 


Begin now to develop a loyal 
“alumni group” among the infants 
born in your hospital. 





Write for this portfolio giving full in- 
formation on Hollister Birth Certificate 
Service ...and for 
samples of the 






ESTE it many styles of Hol- 
sith ah lister Certificates 









used byleadinghos- 
pitals nationwide. 
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Franklin (Hollister. any 
833 North Orleans St. / 
CHICAGO 10 











ON HOSPITAL TIMEKEEPING 


ECENTLY, MANY HOSPITALS have 

followed the lead of industry 

and installed mechanical time- 

keeping systems. In spite of this 

obvious trend, some administrators 

still doubt that these systems are 
adaptable to the hospital. 

These opinions came in answer 
to the question: “What means of 
timekeeping do you find produces 
the most satisfactory records for 
(a) professional and (b) nonpro- 
fessional employees?” 


ADVANTAGES OF THE 
TIME RECORDER 


THE PAYROLL department of any 
organization today is confronted 
with a tremendous amount of 
paper work. To simplify its job, 
legible, accurate and printed time 
records are indispensable. 

In July 1947 our hospital in- 
stalled an automatic time recorder 
system. It has proved itself quite 
a time saver. No longer does each 
department head have to keep the 
time on each member of his de- 
partment and then report it to the 
payroll department. This time re- 
corder is used by all employees, 
professional and nonprofessional 
alike. We have one clock for the 
professional and another for the 
nonprofessional. 

Our payroll is set up on a bi- 
weekly period. At the end of each 
period the clock cards are collected 
and turned over to the payroll de- 
partment. There the time worked 
by each person is marked on the 
cards, ready for examination by 
the payroll clerk. Some of our em- 
ployees are paid by the hour, some 
by the day and some by the week. 
The next steps are to make out the 
payroll check, the individual pay- 
roll earnings record card and the 
master payroll sheet. This is all 
done in one operation. 

When an. employee inserts his 
time card in the time recorder, an 
exact record of the hour and min- 
ute is printed on the face of the 
card. At the end of the pay period 
a permanent, indisputable record 
of hours worked is available for 
computing payroll. This time rec- 
ord also conforms to existing gov- 
ernment regulations concerning 
hours and wages. 

Time recorders have been de- 





signed to make recording as simple 
and fast as possible. The time card 
merely is inserted in the receiver 
and the recorder prints the time— 
no buttons or levers to push. This 
is accomplished as fast as the card 
can be inserted, as the machine re- 
cocks and is ready for another card 
in less than a second. 

In summary, these recorders 
have filled our need for a simple 
yet efficient method of keeping 
employee time. They give us the 
accurate, permanent time record 
all modern businesses and institu- 
tions need; they give the employee 
a simple way of recording his at- 
tendance time. Both the employee 
and his employer know the correct 
number of hours worked has been 
recorded.—ALBERT G. HAHN, ad- 
ministrator, Protestant Deaconess 
Hospital, Evansville, Ind. 


A TIME CLOCK IS THE 
MOST EFFICIENT 


THE MOST SATISFACTORY method 
for recording time worked by non- 
professional employees is the use 
of a time clock. The department 
head uses the time card as an origi- 
nal record. At the end of the pay- 
roll period the cards are extended, 
checked and signed by the depart- 
ment head and sent to the payroll 
department where total hours are 
entered on work sheets. 

This method relieves the depart- 
ment head of paper work and al- 
lows him to maintain control over 
time worked and recorded by his 
employees. In addition, it gives a 
permanent, unalterable and ap- 
proved time record. The payroll 
department audits extensions and 
investigates unauthorized over- 
time. To insure against payroll 
padding, the accounting depart- 
ment occasionally should check 
nonprofessional workers actually 
at work against the clock cards. 

The most satisfactory method of 
recording time put in by profes- 
sional employees is open to debate. 
In theory the method just de- 
scribed could be used for this 
group, but only if it is made to ap- 
ply to all. Because of the nature of 
the work performed by hospital 
professional employees the time 
clock method may be too rigid. 
The most desirable system ap- 


HOSPITALS 




















l- 
se 
nt 
eB 
J=- 
Fe 


1] 
re 

















SEPT=MBER 1948, VOL. 22 


' 


This new, horizontal type 


PRESSURE INSTRUMENT 
WASHER- STERILIZER 


facilitates the washing, sterilizing 
and drying of instruments by a 


single operation 





OPERATING SIMPLICITY 
The complete operational cycle is controlled 
by moving a single Control Handle to cona- 
secutive positions on the operating pandl. 
The Unit accommodates two conventional 
rectangular instrument trays which permit 
instruments to be arranged in neat group- 
ing on a horizontal plane. 


SURGITOL 

The new anti-corrosive all liquid detergent 
compounded for this specific application. It 
cleans instruments and returns them bright, 
sterile and LUBRICATED by the residual 
monomolecular film of negligible concen- 
tration (1 ounce or less per cycle). 


THE LAST WORD IN ENGINEERING DESIGN 

The elevating mechanism serves to lower 
trays into water bath and return them to 
door level. A condenser for exhaust steam 
is supplied as standard equipment eliminat- 
ing extensive exhaust piping when ma- 
chine is installed. Cabinet of readily re- 
movable panels provides immediate accessi- 
bility without need to remove screws or 


bolts. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 




















j RECESSED 
"OR CABINET 
TYPES AVAILABLE 








Operates by 
steam heat only 
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INCORPORATES AN IMPROVED SAFETY DOOR 

Its unique design deflects any escaping 

vapor to a vertical plane thus protecting ‘ 
operator at all times. 


Instruments processed in this machine are 
assured of longer life and greater depend- 
ability because of fewer manipulations by 
human hands. 


We invite your request for 
detailed specifications 

















A detail man gets emergency calls, 
too. Late Sunday night, one of my 
doctors got me out of bed with a 
problem in pertussis — needed some 
Hypertussis* for a desperately sick 
a I got a pharmacist friend to 
‘open up’ his refrigerator — and an 
hour later that little kid was full of 


concentrated hyperimmune gamma 
globulin antibstise T 

But here’s the punch line! While we 
were sharing a pot of hospital coffee, 
that same doctor did ME a favor—by 
talking about the difficulties of ad- 


ministering multiple 10 cc. doses of 
unconcentrated serum to infants. 


Compared to 10 cc. per injection— 
it’s just simple arithmetic to see how 
Hypertussis 2.5 cc. reduces dosage 
volume 75%... 


10 cc. (unconcentrated serum) = 100% 
24% ce. (Hypertussis globulin) = 25% 


Dosage volume REDUCED IS% 





Lapin (writing in the Journal of 
Pediatrics) puts the comparison in 
clinical terms “...administration of a 
10 cc. volume (lyophilized residue of 
20 cc. of human serum resuspended in 
10 cc. of diluent) is painful. Repetition 
of this 10 cc. dose at frequent inter- 
vals becomes a struggle ...With a 
ten fold concentration, the immune 
bodies of 25cc. hyperimmune pertussis 
serum can be delivered in 2.5 cc. of 
the globulin fraction, in an ordinary 
hypodermic injection.” 


With 10-fold concentration in a 
2.5 ce, dose Hypertussis* offers “... by 
far the most rational therapeutic 
agent yet used in the treatment of 
whooping cough.” (Silverthorne’s 
statement at the A.M.A. Section on 
Pediatrics, last year) 


_ The point I’m making these days 
is—When you have a problem in per- 


tussis—rely on 2.5 cc. Hypertussis*, 
the Cutter @pecifidiood fraction for 


whooping cough, 


yuh 


(Cutter Detail Man) 


*Cutter Trade Name for 
Anti-Pertussis Serum (Human) 


Cutter Laboratories Berkeley 1, Calif. 











pears to be the one most commonly 
used—where the payroll office ac- 
cepts the record submitted by the 
department employing professional 
employees. Whatever the source of 
these entries, they should be au- 
dited by the payroll department 
and occasionally spot checked by 
the accounting department. Valid, 
adequate and satisfactory time rec- 
ords for professional employees can 
be maintained only if they are sub- 
jected to these frequent audits.— 
LAWRENCE J. BRADLEY, director, 
Genessee Hospital, Rochester, N. Y. 


THE HUMAN SIDE 
OF TIMEKEEPING 


HOSPITALS HAVE LEARNED much 
from industry in the past few 
years, especially in the formula- 
tion of employee programs and 
business office procedures, but the 
payroll timekeeping methods of 
industry are not always satisfac- 
tory in hospitals, at least not a 
hospital such as our 430-bed sis- 
ters’ hospital. 

Our physical plant covers a city 
block. Its very size makes mechan- 
ical time-recording methods im- 
practical. We feel that time books 
kept by the department heads or 
unit supervisors provide a more 
honest check on the time put in by 
each employee, professional and 
nonprofessional, and facilitate and 
lighten the work of the payroll 
office. 

In a commercial enterprise, a 
factory or a large office, many em- 
ployees begin their work at the 
same time, work for the same num- 
ber of hours and leave at the same 
time. 

The hospital, complex institution 
that it is, is different. Employees 
in the various departments do not 
begin or leave work at the same 
hours, nor do all employees in any 
given department necessarily work 
the same number of hours. Time 
clocks in each department would 
be out of the question and time 
clocks at one or a few strategic 
entrances would give no check as 
to whether an employee was actu- 
ally on duty during the hours en- 
tered on his card: Time keepers 
could do no better. They could not 
possibly be expected to check all 
departments at all times to deter- 
mine whether the employees were 
on duty during the hours for which 
they were checked in. 

A regular monthly time _ book, 
ruled for the number of days in 
the month and listing the names of 
all employees in the particular de- 
partment, has served us most satis- 








factorily. The majority of our e:: 
ployees work by the month or da 
a few part time workers are er 
ployed by the hour, but the ti: 
book takes care of all equally we 
The number of hours worked, wi 
time off, vacations and overtime 
indicated by symbols, is recorded 
in the book daily by the superviso 
The total number of hours or days 
worked by each employee is en- 
tered at the end of the accounting 
period when the book is turned in 
to the payroll office. 

This information is transferred 
readily to the payroll sheets by the 
clerk in this department and the 
time books are returned to the su- 
pervisors. With both professional 
and nonprofessional hospital em- 
ployees it is necessary to make 
changes in the hours to be worked 
in order to provide coverage of the 
department during the absence of 
one or more employees. The time 
book helps the supervisor to visu- 
alize this coverage and to keep the 
records straight when arranging 
irregular schedules. 

Aside from the efficiency angle 
of timekeeping, there is the moral 
effect on the employee to be con- 
sidered. Since the hospital’s only 
product is service and we are con- 
stantly striving to train employees 
to feel that their contribution to 
the welfare of the patient, no mat- 
ter how indirect, is important, this 
is fostered best by an attitude of 
mutual respect and trust. Goodwill 
and understanding are more likely 
to grow out of the time book meth- 
od of timekeeping than from the 
impersonal mechanical punching 
of a time clock by the employee. 

Our experience has been that 
both professional and nonprofes- 
sional employees respond well to 
the responsibility for arriving on 
duty on time and putting in their 
full number of hours, even under 
this seemingly casual check of their 
time by the department supervisor. 
—SISTER Mary Ftorina, O.S.F., 
R.N., administrator, St. Francis 
Hospital, Evanston, Ill. 


TIMEKEEPING MEANS 
“SERVICE RECORDING” 


DEVELOPMENT OF AN effective 
timekeeping system demands an 
awareness of all the problems of 
the timekeeping process. One of 
these is securing satisfactory rec- 
ords. Another is getting similar 
information about widely different 
employee groups (not the least of 
the differences being the various 
attitudes of the several groups to- 


(Continued on page 116.) 
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A New Plan in Baltimore for 
Indigent Medical Care 


HILE MOST AMERICAN cities 

wait for Congress to come up 
with some sort of national health 
act, the City of Baltimore has gone 
ahead on its own. The result is 
something new and unusual — a 
plan that other communities might 
care to study for adaptation to their 
local needs. 

Baltimore’s plan is past the talk- 
ing stage, past the stage of theory 
and planning. It is actually in op- 
eration — minus federal interven- 
tion and without compulsion. 

Probably the most prominent 
feature of the Baltimore medical 
care program is that it fits into the 
existing pattern of hospital and 
dispensary service. Hospitals are 
participating through newly es- 
tablished medical care clinics as- 
sociated with their outpatient de- 
partments. One new feature is that 
hospitals now are being paid for 
their services to welfare depart- 
ment clients. This has not always 
been the case. Participating physi- 
cians fit in similarly. 

The new Baltimore program pro- 
vides services of doctors and den- 
tists, drugs, outpatient care and 
preventive medicine to an unusual 
degree. Inpatient care is not affect- 
ec, as a satisfactory state aid pro- 
gram is already in effect. Mary- 
land’s hospitals now receive up to 
$10 a day for indigent inpatients, 


‘ir, Riven is the Washington represen- 
ta‘:ve for HosprtTats. a “4 
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and this will not be changed. In 
addition, the Baltimore City Wel- 
fare Department operates a 1,300 
bed general hospital with tax 
money. 


How it Works 


Although it is part of Mary- 
land’s statewide medical care pro- 
gram and financed largely by state 
funds, the Baltimore program dif- 
fers from the state program in 
several respects. In the 23 counties 
of the state, doctors are paid on a 
fee-for-service basis. The city uses 
the capitation method. In the state 
program, both the indigent and 
the medically indigent are treated. 





The Story Completed 


In a coming issue, Dr. 
Harry L. Chant, associate 
professor of public health 
administration at the Johns 
Hopkins School of Hygiene 
and Public Health and for- 
mer health officer of Balti- 
more’s eastern health dis- 
trict, will explain hospitals’ 
role in this new medical 
care program. 











The city’s program covers only the 


indigent. 
Indigents are those on the wel- 
fare rolls — the public assistance 


clients. The term ‘medically indi- 
gent” includes those who are not 
on public assistance but who can- 
not pay medical or hospital costs 
without depriving themselves of 
the necessities of life. 

Baltimore’s exclusion of the 
medically indigent makes the eligi- 
bility determination a simple mat- 
ter. If a person is not on the city 
welfare rolls he is not eligible for 
medical care. The plan may be 
extended later to include the med- 
ically indigent. In the meantime, 
the ineligibles who cannot pay 
medical costs will continue their 
practice of using ordinary outpa- 
tient facilities. These persons may 
receive one free visit by a doctor, 
sent by the city’s public welfare 
department. 

Because of this dependence upon 
public assistance rolls, the city’s 
welfare department plays an im- 
portant part in the Baltimore plan. 
Persons on the welfare rolls—and 
there are about 23,000—are certi- 
fied to the city health department 
so they can take advantage of the 
program. The welfare department 
explains the program to the client, 
tells him its advantages, assures 
him that it is voluntary, that a cer- 
tificate does not mean he has to 
take part. 
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ment of Public Welfare. 








HEALTH AND 


|. The indigent family needing 
medical care makes application 
to the Baltimore City Depart- 


HOW MEDICAL CARE SERVICE 
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2. The welfare department cer- 
tifies eligibility and the health 

* department assigns the patient 
to a participating hospital's 
medical care clinic. 


MEDICAL CARE 
CLINIC 





IS GIVEN 





NEIGHBORHOOD 
PHYSICIAN 





3. After a complete physical 
examination the hospital clinic 
gives necessary treatment or re- 
fers the patient to a physician 
of his own choice. 








“We do not force people to do 
something simply because they 
are public assistance clients,” said 
Thomas J. S. Waxter, Baltimore’s 
public welfare director. 

After certification, a client, 
whether sick or well, is assigned 
to a medical care clinic operated by 
a participating hospital. 

Geographical areas of indigent 
population are generally consid- 
ered in making clinic assignments, 
though a client may not be assigned 
to the clinic nearest his home. At 
present, there are two hospitals 
taking part, the University of 
Maryland Hospital and the Johns 
Hopkins Hospital. Others may 
come in after the program is firmly 
established. 

Each certified client is given an 
initial physical examination at the 
clinic of his assigned hospital. The 
hospital has the responsibility of 
finding local practitioners willing 
to take part in the program, and 
the client selects a doctor from the 
clinic’s list. 

The client may select his own 
family physician, providing he has 
one and the doctor is willing to 
participate. No doctor is required to 
take part. If the client has no fam- 
ily physician, he selects a doctor 
from the list furnished by the 
clinic. Either the doctor or the pa- 
tient may request a change should 
one become dissatisfied with the 
other. Doctors may take as many or 
as few patients as they wish. 


Once assigned to a physician, a 
patient may have that doctor’s of- 
fice and home services whenever 
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Shown above are the basic steps involved 
in the Baltimore medical care program. 

1. Client applies to the Department of 
Public Welfare for Public assistance. If ac- 
cepted, he is referred to the medical care 
section of City Department of Health. 

2. Client is referred to hospital medical 
care clinic for comprehensive medical serv- 
ice. Medical care section notifies clinic of 
client's eligibility. 

3. Client registers with clinic, selects a 
physician, gets physical examination. Clinic 
sets up record of medical services for client. 

4. Clinic notifies physician of selection as 
client's personal doctor. After this, client 
receives needed home and office care from 
physician. 

5. Physician refers client to clinic for 
special diagnostic and therapeutic services. 

6 Physician and clinic exchange records 
of all services rendered client and make full 
use of all City Health Department prevent- 
ive services. 

7. Clinic arranges conferences and con- 
sultations with physician concerning medical 
care needs of client. 


they are needed. When a patient 
requires special diagnostic and 
therapeutic services which the 
physician cannot provide, he is 
referred to the medical care clinic 
of his assigned hospital. The doctor 
and the hospital clinic maintain a 
complete interchange of informa- 
tion about each patient. They con- 
duct medical conferences and con- 
sultations and exchange medical 
records. 

The medical care section of the 
Baltimore City Health Department, 
which administers the city pro- 
gram, is kept informed on each 
client and exchanges reports with 
the Department of Public Welfare. 
This medical care section is direct- 
ed by Dr. J. Wilfrid Davis, who 
works directly under the city 


health commissioner, Dr. Hunting- 
ton Williams. 

All public assistance cases are 
reviewed every six months, but 
even if a person is removed from 
the relief rolls he is not immediate- 
ly dropped from the medical care 
program. 

Medical care clinics and partici- 
pating neighborhood doctors are 
paid on a per capita basis. This sys- 
tem was chosen because planners 
felt it would make possible the 
greatest interchange of services 
among the welfare client, his phy- 
sician and his medical care clinic. 
Other reasons advanced by the city 
health department: A smoother 
path for the preventive medicine 
principle and the great educational 
opportunities that should result 
when the program is in full swing. 
Such a method of payment also 
requires less recording, reporting 
and related paper work. 

Each hospital medical care clinic 
receives a flat $10 a year for each 
client, while each participating 
physician gets $7 a year for each 
client. The hospital’s $10 is really 
a maximum. If it is learned later 
that the care of a welfare client 
costs less than that, the clinic will 
refund up to $3 for each patient. In 
no case will the hospital clinic get 
less than $7 a year for each client 
assigned it. 

The capitation payment applies 
only to the neighborhood doctors 
and to the hospital medical care 
clinics. Dentists and pharmacists 
are paid on a fee-for-service basis. 

The first payments were made on 
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June 16, 1948, when the commis- 
sioner of health signed contracts 
with the Johns Hopkins and Uni- 
versity of Maryland hospitals. 
Johns Hopkins received $50,000 as 
half payment for the first year’s 
operation. The University hospital 
received $20,000 as a half payment, 
along with $6,000 to buy equipment 
and materials for its special clinic. 
At the end of six months, the sec- 
ond payments will be made. The 
number of clients assigned to each 
hospital clinic is determined by 
city officials. 

Dr. Davis feels that it is worth- 
while for many doctors and hospi- 
tals to take part. Through this pro- 
gram, the hospitals receive money 
for certain services previously fur- 
nished for little or nothing. The 
same applies to the doctors who are 
part of the plan. In addition, this 
program provides a hospital con- 
tact for many physicians who, in 
the past, have had little such asso- 
ciation. 

These advantages to the hospi- 
tals and doctors are not the only 
important elements in the Balti- 
more plan. Dr. Dean Roberts, direc- 
tor of the Bureau of Medical Serv- 
ices of the Maryland State De- 
partment of Health, called it pri- 
marily “a program for the people 

. not for the physicians.” By 
stressing the public health concept 
of preventive medicine, Dr. Rob- 
erts believes this system will detect 
many afflictions in their early 
stages and thus do much to im- 
prove the health of all the people. 


The Hospital’s Role 


Each participating hospital in 
Baltimore is required to set up a 
special medical care clinic asso- 
ciated with its outpatient depart- 
ment. These clinics, under their 
own medical directors, work di- 
rectly with the hospital adminis- 
trator and with the head of the 
city health department’s medical 
care section. The clinics handle 
welfare clients and their records 
Separately from those of the out- 
patient department. 

Each medical care clinic con- 
forms to minimum standards but 
remains administratively a part of 
the hospital and not a part of the 
city health department. City health 
Officisis have the right to inspect 
each «linie’s records. 
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BOTH OF THE two hospitals now participating in the Baltimore plan are conveniently 
located near the centers of districts which contain a high concentration of indigents. 


Medical care clinics are advised 
by a professional committee of at 
least five members, headed by the 
clinic’s director. The clinic’s staff is 
represented by two doctors, while 
the remaining two members repre- 
sent the local physicians partici- 
pating in the program. 

The Johns Hopkins Hospital’s 
new medical care clinic is directed 
by Dr. Harry L. Chant, associate 
professor of public health adminis- 
tration at the Johns Hopkins School 
of Hygiene and Public Health and 
former health officer of Baltimore’s 
eastern health district. Dr. Edwin 
L. Crosby is director of the Johns 
Hopkins Hospital. 

Dr. Henry W. D. Holljes directs 
the clinic at the University of 
Maryland Hospital. In this pro- 
gram, he works directly under Dr. 
H. Boyd Wylie, dean of the Medical 
School of the University of Mary- 
land. 

The city of Baltimore is geo- 
graphically autonomous. It is not 
located in any county. The medical 
care program in the counties has 
been operating for more than two 
years, but planners left the city 
until later because of the more 
urgent need in rural areas and be- 
cause of the problems that go with 
its population of 950,000. 

The 23 counties of Maryland 
have no hospital medical care 
clinics such as those operating un- 


der the city plan. County clients 
have cards, issued by the Bureau 
of Medical Services of the state 
health department. These cards en- 
title their holders to the services of 
physicians, dentists and druggists, 
who are paid for services rendered. 
In the counties, virtually all doc- 
tors participate. 

When a county patient is medi- 
cally indigent, a means test is the 
responsibility of the county health 
officer. 

Fixed fees are established for 
various services in the counties. 
Once each month the doctor sub- 
mits medical care reports to the 
county health officer, who forwards 
them to the state health depart- 
ment. Instead of clinics in hospital 
outpatient departments, branch 
laboratories in 11 counties assist 
the doctors in diagnostic tests and 
analyses. 

For hospitalization, the counties 
are covered by the same $10 per 
day state allotment that pays hos- 
pitals in Baltimore. Funds for both 
the state and Baltimore city medi- 
cal care programs are appropriated 
by the Maryland legislature. Ad- 
ministrative costs are shared by the 
city and the state. 

The initiative in setting up to- 
day’s medical care system in Mary- 
land was taken by the state medical 
society. This society, known as 
the Medical and Chirurgical Facul- 
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ty of Maryland, laid the corner- 
stone for the program in a letter 
written in 1939 to the chairman of 
the Maryland Planning Commis- 
sion. 

The letter proposed a standing 
committee to survey the state’s 
medical care needs and to recom- 
mend better use of existing and 
new facilities. The society’s pro- 
posal was adopted, and early in 
1940 the planning commission set 
up the 34-member Committee on 
Medical Care, under the chairman- 
ship of Dr. Maurice C. Pincoffs. Dr. 
Pincoffs is the professor of medi- 
cine at the University of Maryland. 
The committee represents the state 
and city health and welfare de- 
partments, doctors, medical schools, 
hospitals, nurses, pharmacists, lay 
groups and the public. 


Preliminary Studies 


The committee made detailed 
studies of medical care in the coun- 
ties, chronic hospitals, tuberculosis 
hospitals, mental hospitals, hospi- 
tal construction, and medical care 
in Baltimore City. 

Nearly every recommendation of 
the planning commission’s Com- 
mittee on Medical Care has been 
put into operation. 

At the committee’s recommenda- 
tion, the Maryland Board of Health 
established the Council on Medical 
Care as an advisory group for the 
proposed medical care program. 
County health officers were desig- 
nated to administer the local as- 
pects of the county plans, in co- 
operation with the local medical 
societies. In 1945 the Maryland 
General Assembly authorized the 
state board of health to establish 
the Bureau of Medical Services, 
which Dr. Roberts now directs. 

The law authorized this bureau 
to administer the state program 
for indigent and medically indigent 
persons in the counties and to con- 
tract with doctors, dentists and 
hospitals to provide this care. 

The state Committee on Medical 
Care appointed a separate 14-man 
group to study medical care needs 
in the city of Baltimore. Lowell J. 
Reed, Sc.D., Ph.D., vice president 
of the Johns Hopkins University 
and chairman of the Baltimore 
committee, organized a staff to pre- 
pare the factual material needed 
for the study. The city health com- 


40 






missioner, Dr. Williams, loaned the 
committee the services of W. Thur- 
ber Fales, Sc.D., director of the 


department’s statistical section, to © 


head the collection and analysis of 
this information. 

The committee launched an 
eight-point study of: The composi- 
tion and trends of the city’s popu- 
lation, estimates of illness, facili- 
ties for medical care, distribution 
of sickness load, adequacy or in- 
adequacy of facilities to meet 
needs, financial problems, out- 
standing problems requiring spe- 
cial study, and possible solutions. 

Emphasizing that it is erroneous 
to consider the population as sepa- 
rated into two groups—the ill and 
the well—the committee stressed 
the need for preventive medicine 
for all. The responsibility for co- 
ordinating all city health services 
was placed with the city health 
department. The committee recom- 
mended establishment of the de- 
partment’s medical care section, 
which Dr. Davis now heads. 

While the county program was 
being put into operation, the city 
plan was being formulated. 

Baltimore’s city medical society 
met, considered the program, ap- 
proved the capitation payment 
system, and offered its support in 
a special resolution approved Oc- 
tober 3, 1947. 

Administrators of Baltimore’s 
hospitals were consulted, and fore- 
seeable complications were care- 
fully considered. A state appropri- 
ation of $376,750 was provided for 
the city program’s first year, end- 
ing last June 30, and $418,500 was 
authorized for the current fiscal 
year. 

Baltimore’s welfare department 
has two classes of public assistance 
clients—those receiving temporary 
assistance and those given aid over 
a considerable period of time. The 
plan is geared primarily for the 
medical care of the latter group. 

If and when the medically in- 
digent come into the plan, the city 
probably will provide a means test 
through its welfare department. 

A significant early development 
was the success in getting local 
doctors to take part. This task was 
assigned to the hospital medical 
care clinics. 

The high rate of tuberculosis and 
venereal disease among the city’s 











indigents is a problem. Aware of 
this, the Maryland Committee on 
Medical Care, in its 1947 inte: m 
report, said: 

“The medical center and the p::;- 
ticipating physicians shall utilize 
fully the preventive, special dieg- 
nostic, and nursing services of the 
Baltimore City Health Department. 
The bureau directors and district 
health officers of the health depart- 
ment will cooperate with the medi- 
cal care section in making these 
facilities available on the referral 
basis to the centers and to, the par- 
ticipating physicians. The medical 
center will not be expected to de- 
velop for welfare clients, clinic 
services in such fields as venereal 
disease, tuberculosis and prenatal 
care, which services are available 
through already established clinics 
of the health department.”’ 


An Experiment 


Not wishing to become involved 
in something that might backfire, 
Baltimore’s medical care planners 
have been moving forward cau- 
tiously. They gave their program a 
modest beginning, realizing that it 
is easier to expand than to cut 
back. The contracts with the two 
hospitals may be terminated by 
either party at the end of any 
yearly term. 

It was this reluctance to go all 
out that caused the city to begin 
with only two hospital medical care 
clinics and at first to treat only 
the indigents. This is definitely an 
experiment, and it is expected that 
flexibility will be needed. 

This marks the first large-scale 
attempt to solve the medical care 
problems of the lowest economic 
groups on an independent state and 
local basis. 

If a national medical care pro- 
gram should become law, Balti- 
more may have the machinery set 
up to take full advantage of any 
federal aid. The success of the Bal- 
timore experiment may prove a de- 
termining factor in the amount of 
federal control that may go with 
such a law. 

Baltimore has set out to prove 
that a local community, working 
with state and possibly federal 
funds, can solve its indigent medi- 
cal care problem with efficiency, 
without compulsion, and with a 
minimum of control. 
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One Way To Measure Efficiency 


The unit, employee hours per patient day, 


in a new and useful role for management 


EN YEARS AGO the administra- 

tors of member hospitals of the 
Cleveland Hospital Council set out 
to devise a means of evaluating 
departmental costs on a basis that 
would permit accurate comparisons 
among local hospitals for the bene- 
fit of all. As salaries and wages 
then represented approximately 60 
per cent of total patient-day costs 
and all hospitals were using the 
same system of accounting, it was 
agreed that a tabulation of em- 
ployee working hours in accord- 
ance with the hospital council’s 
manual of accounts would provide 
one working basis for both inter- 
departmental and _interhospital 
comparisons. 

During the 10 years that inter- 
mittent records have been kept, 
much has been learned. It has been 
found that working hours per pa- 
tient day reliably measure depart- 
mental management and efficiency. 
Thus, the method described in this 
article may be used by hospital 
administrators to: 

1, Evaluate periodically the effi- 
ciency of departmental functions 
within the hospital. : 

2. Provide one working basis for 
the control of approximately two- 
thirds of the hospital expenses, 
which are salaries and wages. 

3. Evaluate departmental pro- 
ductivity. 

4. Guide the determination of 
departmental staffing. 

5. Set up a single basis for de- 
partmental budgeting. 

6. Compare departmental effi- 
ciency in consideration of such fac- 
tors as hospital size, teaching func- 
tions, type of construction and 
physical arrangement, and volume 
of emergency or private ambula- 
tory service. 

7. Establish local or regional 
standards for departmental staffing 
when broadly applied to a large 
number of hospitals of similar 
characteristics. 

_The unit, working hours per pa- 
tier: day, was selected as the cri- 
terion rather than the number of 
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employees in each department. 
This was done because of such var- 
iables as the number of part 
time employees, overtime, time off 
granted under different personnel 
practices and the operation of train- 
ing programs in nursing, labora- 
tory, x-ray, social service and oth- 
er departments. 

It was decided that other vari- 
ables arising from differences in 
hospital practices could be ignored 
safely as of negligible consequence 
in the evaluation of these data. 


Timesaver 


To conserve clerical time, tabu- 
lations were made semi-annually. 
April and October were chosen as 
reporting months because they 
usually represent periods of small- 
est variation in the number of em- 
ployees. Tabulation of hours 
worked was made directly from 


departmental time sheets to insure _ 


agreement with payrolls. In this 
manner, separate statistics were 
recorded for inpatient and outpa- 
tient services, using the accepted 
accounting methods on which costs 
are divided between departments. 

Cleveland hospitals for years 
have standardized accounting rec- 
ords so that individual items of 
cost are assigned as a part of de- 
partmental costs in the same man- 
ner in all hospitals. 








< Sy TO AN EARLY 
) start with uniform 
accounting methods, Cleve- 
land hospitals for years 
have been able to compare 
notes on employee efficien- 
cy within departments. This 
report was prepared for 
HospiTats by Guy J. Clark, 
executive secretary of the 
Cleveland Hospital Council, 
and R. G. Bodwell, director 
of Huron Road Hospital, 
East Cleveland. 

















Standardized accounting meth- 
ods are a prerequisite to a compa- 
rison of working hours by depart- 
ments as shown here. Members of 
the Cleveland Hospital Council are 
pioneers in this; their original 
“chart of accounts” was distributed 
by the American Hospital Associa- 
tion until the Association’s own 
manual was published. 

Presented for consideration and 
review are four compilations of 
working hours: One of 15 hospitals 
for October 1947 in terms of in- 
patient care; a similar tabulation 
for outpatient service, and one each 
for inpatient and outpatient serv- 
ices giving comparable data for 
the months of October 1938, 1941 
and 1947 for 10 hospitals. 


Unlike the standard yardstick, 
working hours per patient day of 
service require individual inter- 
pretation and judicious application. 

In evaluating this type of data it 
is important to remember that the ~ 
15 hospitals represented in the tab- 
ulation for October 1947 range 
from 100 to 1,072 beds. Ten oper- 
ate schools of nursing. Five are 
affiliated with a medical school, 
three of whom provide consider- 
able instruction to medical stu- 
dents. All operate emergency 
rooms, but some provide a rela- 
tively small amount of ambulatory 
service and accident work. They 
vary considerably in the type of 
construction, modernness of build- 
ings and convenience of arrange- 
ment of various facilities. 


It may be assumed that the type 
of hospital and the character of 
services which it supplies are re- 
flected both in departmental and 
total patient day cost and that the 
number of employee hours bears a 
corresponding relationship not only 
to cost but also to amount of serv- 
ice and departmental efficiency. 
Assuming this, it is of interest to 
note that working hours in October 
1947 ranged from 8.09 per patient 
day to 14.82 with a weighted aver- 
age of 10.64. 


Other significant comparisons are 
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the wide range of hours—3.71 to 
7.22—in total nursing; 0.95 to 1.86 
in dietary; 0.22 to 1.21 in medical 
and surgical, and 0.43 to 1.13 in 
housekeeping. In contrast to the 
disproportion in total working 
hours in the service departments 
is the tendency toward uniformity 
of employee hours in the profes- 
sionally staffed departments which, 
for the most part, employ skilled 
technicians and which usually are 
well-supervised. 

Administrators have in such 
comparisons a yardstick for meas- 
urement which encourages thought- 
ful study and careful interpreta- 
tion. These questions are raised: 

Does the hospital with a greater 
number of employee hours per pa- 
tient day necessarily give better 
and more patient service? Are the 
employees of some hospitals more 
productive than others? Are some 
employee groups better trained 
and supervised than others? Are 
some hospitals operating with few- 
er employee hours because they 
use time and labor-saving devices? 
Can hospital departments of vari- 
able size be operated with the same 





number of working hours per pa- 
tient day of service? These are 
some of the questions which man- 
agement must evaluate and solve. 
Referring now to the table of 
weighted averages of working 
hours for the group of hospitals, 
the constancy which was charac- 
teristic of professional departments 
in the individual hospital in 1938 
again prevailed in 1947. (An ab- 
solute comparison is not possible 
because of the variation in the 
number of hospitals tabulated and 
the omission and addition of sev- 
eral services in different years. ) 


Swingback 


The total hours per patient day 
decreased through the war years 
and then almost returned in 1947 
to the 1938 level. Obviously this 
was the reflection of the com- 
petition for employees during the 
war period of manpower shortage. 

Slight hour increases in adminis- 
tration, laboratory and _ private 
ambulatory service were the ex- 
ception; substantial decreases oc- 
curred in dietary, nursing, anes- 
thesia and laundry. Most striking 





has been the progressive reduction 
in graduate nursing hours with a 
corresponding increase in the num- 
ber of ward aides and other aux- 
iliary nursing employees; yet the 
total of nursing hours failed to 
equal the 1938 level. 

The decrease in dietary hours 
probably is interpreted best in 
terms of the conversion from wait- 
ress to employee cafeteria service. 
Contrarily, the slight increase in 
administrative hours probably rep- 
resents added employees in admit- 
ting departments and business of- 
fices in order to handle larger 
numbers of daily admissions due to 
more rapid patient turnover and 
more complicated business records. 

Increases in laboratory and pri- 
vate ambulatory hours reflect more 
diagnostic laboratory procedures in 
keeping with newer and more 
complicated forms of patient ther- 
apy. Thus, such statistics are of 
value not only for comparison 
within each hospital but also re- 
flect the changing aspects of pa- 
tient care in accordance with the 
trend in modern diagnosis and 
therapy in the group as a whole. 








TABLE 3—COMPARISON OF WORKING TABLE 4—COMPARISON OF OUTPATIENT 
HOURS PER PATIENT DAY 
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BURN EMERGENCIES 


A Wall Chart Advises Without Delay 


OR SOME YEARS the burn com- 
mittee of the staff of the Engle- 
wood (N. J.) Hospital has tried to 
put in force some simple plan for 
the care of patients who are se- 
verely burned. Somehow these 
plans never were entirely satisfac- 
tory. The reason: There was noth- 
ing simple about the problem and 
procedures for treating severe 
burns are too complex to memorize. 
This year the new burn commit- 
tee decided to retackle the prob- 
lem. Its members thought they 
knew why the previous efforts had 
failed. Before, the plans always 
had been something that could be 
filed away in a book of procedures 
or in the staff minutes and, for all 
practical purposes, lost. What was 
needed, the committee decided, 
was a visual reminder, a sort of 
blueprint or schedule that could 
be posted on the wall in the acci- 
dent room and the surgical wards. 
Starting with this single idea, 
and sticking to it, the committee 
evolved ‘An Outline Guide for the 
Care of the Patient Suffering from 
Severe Burn.” Already it has 
worked out well in our hospital, 
and we think it may be just as 
valuable to others. 
At its first meeting the burn 
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CHAIRMAN, BURN COMMITTEE 
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committee sketched the outline to 
conform to the visible outline idea. 
It was to have three logical divi- 
sions, separated horizontally and 
set in a large and easily readable 
type face. The chart would be large 
—28x34 inches—and printed on 
high quality paper. The reasons for 
the arrangement were to make it 
easy to see and easy to use. 


Breakdown 


The first division at the top was 
to be a brief sharp description of 
the underlying factors of this in- 
jury, or the reasons behind the 
special treatment problems. 


The second division was to be 
more detailed but still brief enough 
to avoid the bewilderment that is 
likely to overwhelm the ordinary 
person in the ordinary hospital 
who is dealing with a specific burn 
problem. This layer was to include 
everything essential under the 
heading, “study’’—history, the 
physical examination, the continu- 
ing chart and laboratory proce- 
dures. 


The third and bottom division 


was to contain recommendations 
for treatment. 

With this plan in mind, the com- 
mittee enlarged itself so that each 
and all of the plan’s divisions could 
be reviewed and criticized by ‘he 
proper expert. The chief dietitian, 
the director of the laboratory, and 
the surgeon especially interested in 
plastic work were included. Work- 
ing along with the others from the 
start was a nurse on the teaching 
staff of the school of nursing. She 
had been active in the Coconut 
Grove and Hartford burn disasters, 

Each had his or her part of the 
outline, and each reviewed the 
work of the others. When the first 
draft was completed, it was taken 
to Dr. John Scudder of the surgical 
staff of the Presbyterian Hospital 
at New York City for his review. 
The committee had taken definite 
stands and wanted to be reasonably 
sure that these stands could be 
defended. 

Dr. Scudder felt that the outline 
had sufficient value to warrant fur- 
ther polishing. He showed it to 
some of his colleagues. There 
evolved a scheme whereby the out- 
line was carefully appraised and 
approved by an informed group. 

The uppermost layer describes 
the five fundamental characteris- 
tics common to all cases of compli- 
cated burns. 

The five symptoms described are 
extreme pain, disturbance of circu- 
lation apparatus, disturbance of 
circulatory fluids, susceptibility to 
infection and devitalization. 

The study division, the second 
layer, is broken into three parts: 
“Clinical factors—initial,” “clinical 
factors—continuing,” and “labora- 
tory factors.” The “clinical factors 
—initial’’ cover the history of the 
injury, the patient’s past history 
and the details to be covered in the 
physical examination. 

“Clinical factors — continuing” 
cover the items which are to be 
put on the chart day by day. 

The “laboratory factors” are di- 
vided into those that require im- 
mediate determination (such as 
specific gravity of peripheral blood, 
hemoglobin and blood typing), 
those which should be determined 
as soon as possible (such as plasma 
CO, combining power and plasma 
protein), and those which may be 
performed later. 
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The treatment division, which is 
by far the most detailed, is separat- 
ed into four subdivisions: 


1. Early treatment of the burned 
person. These are suggestions for 
first aid and for the treatment of 
shock, which is the cause of most 
burn deaths which occur within 
the first 48 hours. 


2. Local treatment of the burned 
area. This gives the definitive ini- 
tial treatment necessary to prevent 
infection, always a special danger 
with burns. 


3. General treatment after the 
initial phase. This is broken down 
into many subheadings: Environ- 
ment, oxygen, management of pain, 
diet, infusions, antitoxin, chemo- 
therapy, exercises, enemas and 
anticoagulants. Renal status, liver 
function and gastro-intestinal sta- 
tus are mentioned as factors which 
bear watching. 


4. Later treatment of the burned 
area. This starts with the general 
suggestion that “skin is the best 
dressing for the burn.” It concerns 
itself with the various phases of 
skin grafting broken into the sub- 
headings: General, preparation, 
skin grafting and contractures. 


There is a scheme for estimating 
the percentage of body surface in- 
volved, a table for estimating dos- 
age of sodium lactate solution in 
varying degrees of acidosis and a 
sample day’s menu for high protein 
diet which includes a formula for 
a high protein beverage. 

Of course an effort has been 
made to keep this outline up to 
date, but it has left for later revi- 
sions those items which are not yet 
well established by experience. 
We have kept it sufficiently selec- 
tive to bring it within the reach of 
the ordinary hospital with good 
facilities. 

The guide does not attempt to 
justify itself, even though it does 
include some urgent reasons for 
the treatments it suggests. It would 
cease to be an outline if it attempt- 
ed to give a full explanation for 
every position it took. The chart 
may be badly disfigured with al- 
teration patches before the year is 
up, but so long as it is a succinct 
outline, it will be serving its pur- 
pose. But we do not deceive our- 
Selves. It is not the final word. 

(ther hospitals, with other at- 
titudes and other experience, will 
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change it. But its form, its “idea,” 
may be helpful as a starting point 
for those who do not have a similar 
scheme of their own. Since the ma- 
jor item of expense in printing this 
guide was the typesetting, we have 
run off extra copies at small extra 
cost.* 


It Helps 


This guide already has been of 
help to the Englewood Hospital. 
First of all, the group of people 
from the surgical, nursing, labora- 
tory and dietary departments who 
worked together in setting up this 
plan have developed by this action 
a sense of teamwork. This is a fac- 
tor of great value in the care of 
severe burns. 

The posting of the plan at sev- 
eral points through the hospital 
will contribute to the earliest pos- 
sible establishment of a carefully- 
thought-out course of action. 





*Copies can be obtained by writing to 
Nelson R. Henson, administrator, The 
Englewood Hospital Association, Engle- 
wood, New Jersey. To cover printing 
per $1 for each chart must accompany 
order. 


The plan suggests certain labora- 
tory procedures and certain ma- 
terials for treatment, and this list- 
ing will make it less likely that 
the hospital will be caught unpre- 
pared with materials. 

Bold type is used for special em- 
phasis. With everyone concerned 
reading the suggestions from the 
wall, there is less likelihood that 
the patient will not get enough 
blood soon enough and long enough, 
that acidosis will progress unde- 
tected and untreated, that insuffi- 
cient protein will get into his diet, 
that his devitalized wound will not 
be carefully protected from infec- 
tion and that the skin grafting is 
put off too long. 

In short, with everyone prepared 
beforehand and with all working 
according to an accepted plan avail- 
able to all at all times, the Engle- 
wood Hospital believes it will give 
its burned patients better care than 
they have ever had before. Our 
hospital likes the idea of a con- 
stantly displayed outline guide for 
treatment of burns. 





ONE FOR THE RECORD 


rrr rrr roo er 


It Means—or Does It? 


HE AUTHORS of the following 

quotes were candidates for hos- 
pital administration jobs in New 
York City. They were taking civil 
service examinations to show how 
much they knew about hospitals, 
but in the process they showed 
they knew something about botch- 
ing the language, too. 

w 

“No fee-splitting shall be enter- 
tained.” 

“The administrator must see that 
there is no evidencible lag in the 
activities of the hospital.”’ 

“Thus, in conclusion, we may say 
that hospital administration is the 
wheels whereby the working of a 
hospital can travel on.” 

“Plans must be layed and bills 
must be payed, irregardless.” 

“The surgeons execute the oper- 
ations.” we 


These examinations were taken 
12 years ago. Since the papers were 


identified by number and not by 
name, the authors will remain 
anonymous forever. It probably is 
just as well. Today some of them 
may be sitting in the executive 
chairs of hospitals. Others, who 
wrote the penetrating comments 
that follow, may not have passed. 
xe 

“The private hospital primarily 
is organized by a governing body 
consisting of highly responsible in- 
dividuals, usually appointed by a 
Federal Judge.” 

“The Social Worker helps pa- 
tient by doing his shopping.” 

‘Social Workers may induce pa- 
tients to attend mental hygiene 
clinics, where mental pathology 
may be nipped in the bud.”’ 

“Periodicals the administrator 
must read: The City Record; Cata- 
logues of Medical Supply Houses.” 
—The name of the contributor of 
this anecdote withheld at his re- 
quest. 


Any good anecdote is one for the record. Share yours by sending it to “One for the 
Record,” editorial department of HospiTats, 18 East Division Street, Chicago 10. 
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FTER A SEVEN-YEAR lapse since 
A its last study, the National 
League of Nursing Education has 
published the results of its latest 
survey of nursing service condi- 
tions, needs and goals. It is a com- 
prehensive study but, with all its 
details, has shortcomings that will 
be apparent to all interested in the 
administration of nursing services 
and hospitals. 

The 63-page booklet, “A Study 
of Nursing Service in One Chil- 
dren’s and Twenty-one General 
Hospitals,’’ was published by the 
league, and its department of stud- 
ies directed the work of preparing 
the material. 

The study was conducted by a 
special committee that included 
Laura M. Grant, director of nurs- 
ing service, New Haven Unit, 
Grace-New Haven Community 
Hospital, chairman; Clare Denni- 
son, University of Rochester School 
of Nursing; Ernestine Wiedenbach, 
fellow in nursing, Yale University; 
Margaret Carrington, then nursing 
specialist, American Hospital Asso- 
ciation; Louise O. Waagen, chief, 
nursing section, U.S. Public Health 
Service, and Blanche Pfefferkorn, 
the league’s director of studies, sec- 
retary. 

The group evidently has worked 
hard and conscientiously toward an 
important objective—the securing 
of information concerning: (1) 
Professional and nonprofessional 
employees giving direct nursing 
care to patients, (2) the number of 
hours of nursing care necessary to- 
day for each patient a day and the 
proportion of such hours to be 
given by professional and by non- 
professional workers, and (3) the 
number of day supervisors and 
head nurses now needed for a given 
number of patients. As its study 
progressed, the purpose was ex- 
panded to include the collection of 
information on the services to 
which nonprofessional workers are 
assigned, their duty assignments, 
their preparation and the condi- 
tions under which they worked. 

The method of study employed 
was, first, to select 22 hospitals that 
met two major conditions: One, 
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that their nursing service policies 
conformed in general with those 
commonly accepted as essential to 
good practice, and the other, that 
in at least some of them, nonpro- 
fessional workers participated in 
direct nursing care. 


Neither the list of the names of 
the institutions selected nor their 
directors of nursing are given. This 
is perhaps unfortunate for it leaves 
the reader in the position of not 
being able to judge the source ma- 
terial upon which the study is 
based. He must rely, then, on his 
faith in the good judgment of the 
committee in the selection of par- 
ticipants. It is readily admitted in 
the report that “the integrity of 
the 1947 study rests upon the as- 
sumption that sound nursing serv- 
ice policies exist in the hospitals 
included in this report and that the 
nursing service administrators in 
these hospitals are well aware of 
any deficiencies in the nursing 
hours they are able to give and also 
are well aware of the nursing 
hours they need to give in order 
to insure satisfactory patient care.” 


Need Facts 


It is not difficult to accept this 
assumption provided an adminis- 
trator is willing to admit that any- 
one at all nowadays can be cor- 
rectly aware of what is really 
needed to meet present conditions. 
To some this seems almost impos- 
sible. With nurses so scarce and 
experimentation so limited, there 
has been little in the way of facts 





obtainable to test or substantiate 
any opinions. 

The directors of: nursing in the 
institutions selected were asked 
what they were providing in the 
way of nursing employees of va- 
rious types. They were then asked 
whether the number of hours of 
care given each patient each day 
was, in their judgment, adequate. 
The basis for determining adequacy 
was “hours that will give the pa- 
tients satisfactory care in a realistic 
and not in an idealistic sense.” 

If the director felt that the hours 
given were inadequate, she was 
then asked to tell how many hours 
she needed in order to provide 
satisfactory care for patients in va- 
rious units. Her opinions, based on 
actual scheduling plans, were listed 
on the field worker’s work sheet 
(see illustration, facing page). 

Data from only 16 general and 
one children’s hospital are present- 
ed in section three of the report. 
Twenty tables give details of the 
opinions expressed in different in- 
stitutions as to the hours of nursing 
care for each patient a day required 
on different services and the per- 
centage of these hours that should 
be provided by professional and 
nonprofessional employees. Some 
of these tables contain figures from 
only a very few hospitals. The table 
concerning coverage needed for 
medical and surgical private pa- 
tients, for instance, is based on re- 
ports from only five hospitals. 

Upon careful scrutiny, the fig- 
ures presented in the tabulations 
are a little bewildering in range. 
They seem to indicate either that 
the opinions of even the experts 
vary widely or that circumstances 
in particular situations may re- 
quire such extremely different cov- 
erage that it is impossible to try to 
compute averages or find medians. 
For example, the table (see page 
48) titled, “The Need for Nurses,” 
shows the ratio between head nurs- 
es and the number of medical and 
surgical patients under their care 
to range from one to eight, to one 
to 33. Two participants did not 
even register an opinion. 

On the basis of 14 opinions rang- 
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ing as widely as this, I cannot help 
but wonder about the validity of 
using the median presented (one to 
19) as any kind of an acceptable 
“yardstick” or standard. It is some- 
what amazing, on analyzing the 
material upon which they are 
based, that the medians shown in 
most of the tables seem quite log- 
ical on the basis of existing condi- 
tions. They may be proved quite 
logical on the basis of much larger 
samples but the reader hardly can 
be expected to accept them unre- 
servedly on their present base. 

Obviously, the method of study 
employed could result only in con- 
clusions based purely on opinions 
of a small group of experts and it 
would seem that these opinions 
may even have been developed 
hastily without due consideration 
and certainly without much basis 
of trial and experience. 

Conclusions circulated under the 
sponsorship of authorities of such 
high repute as the League of Nurs- 
ing Education are likely to be ac- 
cepted, without question, as ab- 
solute facts and without due re- 
gard to the method by which they 
were reached. It is a little disturb- 
ing to see conclusions such as those 
in this report published by the 
league with its definite reeommen- 
dation that the findings be used as 
guides in determining nursing staff 
needs. 

It should be explained particu- 
larly for those not familiar with 
the history of attempts to provide 
a “yardstick’’ which can be used to 
measure adequacy of nursing serv- 
ice, that another report* precedes 
this one. It was published in 1940. 
Those responsible for nursing serv- 
ices and for hospital administra- 
tion, as well as nurse educators, 
had requested a “yardstick” and 
this has been used very widely ever 
since in evaluating nursing care 
provided in hospitals. Since then 
the figure of 3.2 hours of care for 
each patient each day has been 
generally accepted as a good stand- 
ard upon which to judge whether 
or not proper nursing care is be- 
ing provided for medical patients 
in wards or semiprivate rooms. 


, "Administrative Cost Analysis for Nurs- 
ing Service and Nursing Education.” Joint 
Con ilttee on the Costs of Nursing Service 
anc Nursing Education of the American 
tal Association and the National 
ee /e of Nursing Education in coopera- 
lon ‘vith the American Nurses’ Associa- 
tion New York. 1940. Chap. 5. 
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Now, when hospital administra- 
tors try to evaluate the efficiency 
of their nursing services, they com- 
pare the hours of care given with 
this standard, make allowances for 
whatever particular elements in 
their own situation justify devia- 
tions, and decide on that basis 
whether it was a good job. 


Security? 

Very few hospitals now are able 
to provide 3.2 hours of care for 
each patient day because of the 
present shortage of nurses. Those 
who are providing it seriously 
wonder whether recent changes in 
medical practice have changed this 
standard materially and whether 
they have a false feeling of secur- 
ity if they are meeting the old 
standard. 


Date | 194 
Ward unit R 





Beds: Private__© 





When medical practice changes 
as rapidly and as decidedly as it 
has recently, it seems that stand- 
ards certainly are seriously in need 
of review and readjustment—at 
least within a seven-year period. 
It is heartening, therefore, to see 
that a sincere effort has been made 
to revise the 1940 standards. 

With the “new look” developing 
in hospitals as everywhere else to- 
day—that is, the installation of a 
more democratic method of deter- 
mining policies and procedures—it 
is very important that administra- 
tors and directors of nursing talk 
a common language as far as qual- 
ity and quantity of nursing care are 
concerned. Only then can they plan 
intelligently together for the eco- 
nomic and efficient care of patients. 


Hospital code number-2AS___ 
Type of patient MedscaQ> - raw) _ 


Ward and semiprivate23__. 


Census. Private_Q_._ Ward and semiprivate_Q8__ 





Special nurses: On 8-hour duty__O. 





On 12-hour duty_O 











Column 1 


Column 2 





ACTUAL STAFFING 


NEEDED STAFFING 





Day supervisor 3 Day supervisor Ya, 
Day head nurse } i, Day head nurse ] /,, 





Day assistant head nurse O 


Day assistant head nurse O 





General nursing hours in 24 hours’ 


General nursing hours in 24 hours’ 




















Professional nurse aa. Professional nurse Le 5 
Professional student 1. Professional student lb 
* : . ‘ & 
Trained practical nurse is Trained practical nurse 8 
Practical nurse student oO Practical nurse student Oo 
er # ae a 
Nursing aide Nursing aide AY 
Total nursing hours &4 Total nursing hours loo 





Average hours per patient 2.3 


Average hours per patient 3.6 





Per cent nonprofessional 
hours of total hours 


as % 


Per cent nonprofessional 
hours of total hours 


3a {fo 





Orderly day__O night_O 
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Cleaning maid 2Q)> 
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THE WORK SHEET for field workers lists the actual number of nursing hours given and 
the hours needed, in the nursing director's opinion, to give satisfactory patient care. 
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THE NEEDS FOR NURSES 
Head Nurses Needed in Ward and Semiprivate Accommodations 
Patients per one head nurse 
Medical Obstetric 
and Postpartum Newborn Pediatric 
Hospital surgical mothers infants (all ages) 
20 20 — 28 
6 22 — — 42 
7 15 29 16 — 
8 18 — —_ 16 
9 16 a 4 16 
1] 20 17 24 17 
12 33 43 — — 
13 18 22 28 1] 
14 2! 36 — a 
15 30 7\| — — 
16 — 19 17 8 
17 19 — — — 
18 8 13 62 a 
19 15 14 oe 13 
20 16 15 56 16 
Median 19 ; 20 28 16 
Source "'A Study of Nursing Service in One Children's and Twenty-one General Hospitals," 
published by the National League of Nursing Education. 








Only by the establishment and ac- 
ceptance of some common denomi- 
nators can this be accomplished. 

If the administrator, with his di- 
rector of nurses, is going to work 
out his problems of financing his 
nursing service and of giving ade- 
quate care, both he and she must 
have in mind some rule of thumb 
that will tell, in a general way, 
what quantity is necessary to pro- 
vide a given quality. In their efforts 
to fulfill their responsibilities of 
using public funds economically 
and efficiently, hospital adminis- 
trators everywhere are talking 
more and more about trying to use 
effectively standard accounting 
systems and about developing 
standards that will permit com- 
parisons with other hospitals. This 
way they will know if the hospital 
is out of line with similar hospi- 
tals and where improvement should 
be made. 

But these standards must be 
carefully and wisely evolved. They 
are of prime importance. They 
must be able to bear the test of 
experience and usage. Even then, 
they must be recognized always as 
something to be used only as a base 
upon which individual differentia- 
tions can be logically arranged. I 
wonder whether the present study, 
based on what obviously are un- 
tested opinions of a few (even 
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though they may be real experts 
in their field), should be circulated 
in such a way that the conclusions 
be interpreted as authentic guides. 
The committee, in discussing the 
1940 standards, explained that they 
were the outcome of a year’s study 
and that they were made during a 
period of comparative stability in 
nursing personnel. At that time it 
was thought that there was a fairly 
good balance between supply and 
demand, and that demand was syn- 
onymous with existing needs in the 
institutions under study. 


More Need 


The number of students in 
schools of nursing had shown a 
slow but steady increase, and this 
was accompanied by a similar slow 
but steady increase in nursing 
needs in the hospitals operating 
these schools. During that time 
these hospitals were staffing their 
nursing units almost entirely with 
professional staff nurses and pro- 
fessional student nurses. The hos- 
pitals which participated in that 
study were selected on the assump- 
tion that they were operating nurs- 
ing services and nursing education 
programs representative of the best 
current practice. That assumption, 
under the conditions mentioned, 
seemed to warrant the conclusion 
that the hours of care they pro- 





give satisfactory nursing care. 

It is obvious from this statement 
that conditions today are very dis- 
similar and the two studies were 
conducted under entirely different 
circumstances and procedures. Yet 
the results are set up side by side 
in a table summarizing the find- 
ings (see table, page 49). Anyone 
who does not take the time to read 
the report carefully and in detail 
naturally would accept one set of 
standards as equally valid as the 
other. They may be equally valid, 
of course, but it has not been so 
proved by this particular study. 
As evidence, the standards for 
postpartum care are not at all com- 
parable because the hours of nurs- 
ing care in labor and delivery 
rooms that were in the old figures 
are not included in the new set. The 
operating room figures, unfortun- 
ately, are not covered in the new 
report either. 

The results seem to follow the 
conclusions most thinkers in the 
field have been proclaiming: That 
the 1940 standards are too low for 
present conditions. But the study 
should be followed as rapidly as 
possible with further studies sub- 
stantiating its conclusions or ad- 
justing them so that they conform 
to actual experience instead of 
opinions. It would be very helpful 
if the participants in the 1947 study 
somehow could try out, in actual 
practice, the theories and conclu- 
sions they have offered to see 
whether they would be as satisfied 
with the results as they think they 
would be. That would be one sure 
way to judge the validity of the 
opinions they have expressed. 

The league is to be congratulated 
and thanked sincerely for this first 
effort to pick up after the war and 
to carry on the splendid work it 
began in 1938. But it should be 
asked to proceed as rapidly as pos- 
sible in an effort to set up realistic 
standards upon which confidence 
can be placed for today’s needs. It 
seems that the league has the op- 
portunity and the responsibility to 
continue the needed leadership. 
The problem is of importance to 
everyone, for sooner or later, 
everyone is affected by hospital 
costs and services. 

It should be recognized tha‘ the 
nurses alone should not be expect- 
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ed to bear the burden of these 
studies even though they naturally 
will want to be primarily respon- 
sible for their own professional 
standards and progress. For years 
the major associations in the health 
field have been urged to unite on 
such studies. Joint committees of 
physicians, hospital administrators 
and nurses should work together 
on a national basis on job analysis 
and on time and motion studies. 
Medical needs and economic re- 
sources must be considered care- 
fully in a combined effort to devise 
acceptable standards upon which 
to plan medical care intelligently. 
Probably such studies should be 
financed jointly by the national 
medical, hospital and nurses asso- 
ciations. The 1940 study was a joint 
one which served a good purpose. 

In many places, including the 
Minneapolis General Hospital 
where Georgia Nobles has been 
conducting time and motion studies, 
a considerable amount of time has 
been spent to find out what is the 
job content for the work of the 
bedside nurses and how much time 
is needed for various component 
parts — the giving of penicillin, 
the bed bath, medications and 
various treatments. 

Studies that will show the aver- 
age number and the types of 
treatment to be given should be 
made in many places. Then the re- 
sults should be compared and com- 
bined; conclusions should be 
reached, tested and adjusted, re- 
viewed and remade. It is almost 
discouraging to contemplate the 
volume of work necessary, but its 
value is of such prime importance 
in view of the objectives to be at- 
tained that every effort should be 
made to stimulate and encourage 
it. 

A decision on how much of the 
care to be provided can be given 
by persons with certain qualifica- 
tions and training certainly re- 
quires further study. The commit- 
tee, in this report, has gone quite 
a distance in defining jobs and pre- 
senting opinions on the percentage 
of care which can be performed 
saiely and well by other than pro- 
fessional staff or students. But 
again the conclusions reached in 
this study are based on too small 
a sampling and on opinions rather 
than experience. They need test- 
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ing and evaluation and perhaps 
adjustment. 

It is to be regretted somewhat 
that the elaborate five-page table 
which lists 237 specific duties per- 
formed by nursing aides in 11 hos- 
pitals was compiled only from lists 
of duties obtained directly from the 
hospitals without being resubmit- 
ted for verification. These hospi- 
tals, after compilations were com- 
pleted, may have discovered omis- 
sions and duplications that stem- 
med from different terminology or 
lack of meticulous care in listing 
the items. 


Wide Range 


The second table presents a list 
of tasks assigned to nonprofes- 
sional employees in at least half of 
the hospitals surveyed. It gives 
what probably are very pertinent 
data as to the major jobs being as- 
signed now to such employees. In 
the original data, it was shown that 
from 34 to 100 different duties were 
being assigned in different institu- 
tions to the nonprofessional group. 
Such a wide range may worry some 
readers for it indicates quite defin- 
itely that as yet no conclusive, re- 
liable and lasting standards can be 
accepted. 

The committee has been con- 
servative in emphasizing that in 
its members’ opinion “irrespective 
of any difference in qualifications, 
it is of paramount importance in 
a hospital where nursing aides are 











GOALS 


Average general nursing hours 
per patient wanted in 1947 and 
provided in 1940 in the Median 


Hospital 
Service 1947 1940 
Ward and semiprivate 
Medical .... 3.4 3.2 
Surgical ........ ae 32 
Medical and surgical 3.4 3.2 


Obstetric 
Postpartum mothers 3.0 — 
Newborn infants 2.8 2.3 
Pediatric—all ages...4.6 4.4 


Private 
Medical and surgical 3.8 5.4 


Source: "'A Study of Nursing Service in 
One Children's and Twenty-one General 
Hospitals,"' published by the National 
League of Nursing Education, 




















used that a program of aide super- 
vision, well planned and consis- 
tently carried out, be in effect in 
order to safeguard to the utmost 
the nursing care of all patients.” 
The committee found that inten- 
sive supervision and free access to 
professional guidance are basically 
essential. 

The report ends with a set of 
eight definite recommendations, all 
very conservative, regarding the 
use of nursing aides (trained prac- 
tical nurses, practical nurse stu- 
dents and aides trained on the 
job). I wish that along with the 
well justified conservatism, the 
committee would have given more 
encouragement to research and ex- 
perimentation to show the way to 
make more and more intelligent 
use of this type of help. For econo- 
my in the use of womanpower and 
money, many feel that the hope 
of the future lies in extending the 
usefulness of this group of workers 
and in the conservation of the skill 
of the more highly trained nurses 
for the ‘really professional needs 
involved in the care of the sick. 

It ‘may be found that further 
study will substantiate unequivo- 
cally the conclusion that only 30 to 
35 per cent of the care needed by 
medical and surgical ward and 
semiprivate patients should be giv- 
en by nonprofessional help. On the 
other hand, a number of other 
highly qualified thinkers on the 
subject have predicted that when 
training methods have been re- 
vised, it will be found that only 30 
to 35 per cent need be given by 
professional help. The cost, no mat- 
ter by whom paid ultimately, will 
be quite different. It is of great im- 
portance, therefore, that the mat- 
ter be studied thoroughly and 
promptly, that sound conclusions 
be drawn and that appropriate 
steps be taken to put into operation 
sound practices on the basis of 
such conclusions. 

It is hoped that many new, thor- 
ough and conclusive studies will 
be made, and that it will not be 
long before really authoritative 
material will be available so that 
administrative officers, including 
hospital trustees, administrators 
and directors of nursing services 
may have a way of determining 
correctly what their nursing serv- 
ice employee needs are. 
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Edito rials 


A§Newsworthy Experiment 


THE LEADING ARTICLE in this journal is an early 
report on Baltimore’s comprehensive program of 
medical and hospital care for indigent citizens. It 
is well worth reading, for it amounts to a specu- 
lative look into the future of voluntary hospital 
service. 

Someday the archives will show that in a period 
immediately following World War II, the Amer- 
ican people made up their minds about centrally 
planned health service. During the last dozen 
years, more and more people have embraced the 
proposition that adequate health care is a federal 
government responsibility. 

Most of these converts did not understand what 
would be involved, but the idea was attractive. 
Eventually they were offered a choice of two 
sharply opposed opinions on exactly what role the 
government should play: The Wagner-Murray- 
Dingell Bill with its federal compulsory health 
insurance, versus the Hill-Burton Act and the Taft 
National Health Service Bill, which require only 
that the government stimulate, correlate and help 
to finance—leaving largely undisturbed the old 
patient-physician-hospital relationships. 

As these definite choices await congressional 
action the proponents of compulsion appear to 
have lost some ground. They have never been able 
to present an acceptable system of administration. 
Some early converts have changed their minds, 
simply because they could not see how the per- 
sonal needs of so many people could be fulfilled 
from Washington without the patient being stran- 
gled by red tape. 

As a matter of fact, even the Taft Bill would 
create a considerable problem of administration. 
It is fairly easy to work out on paper a suitable 
formula for matching federal and local funds. It is 
by no means easy to blueprint the efficient spend- 
ing of these funds out on the front line, where 
patient and doctor and hospital ail come together. 

This is where the Baltimore program becomes 
newsworthy, although it is in no way associated 
with federal legislation. It is strictly a Maryland 
project, which calls for voluntary cooperation 
among state government, local government, doctor 
and hospital. In a limited way it nevertheless must 
deal with several of the administrative problems 
that will confront any future national health serv- 
ice program. 
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For example: Who is to screen the patients’ 
How can this be done smoothly and without 
squandering public funds? How assure the patien| 
of good care? How pay the doctor and hospital 
adequately but frugally? 

What Baltimore has underway is an experiment 
in meshing the gears of government supervised 
health protection with gears of privately practiced 
medicine and privately sponsored hospitals. This 
never has been done elsewhere except at the sacri- 
fice of those freedoms that most Americans con- 
sider a birthright. Perhaps this is the only country 
in which federal government supervision might be 
accepted and still held safely in restraint. 

Even that remains to be proved, of course, but 
if the Taft Bill or similar legislation is enacted, 
some very useful information will have been 
turned up in Baltimore. 





Effective Annual Reports 


ONCE UPON A TIME the typical hospital annual 
report was a rather dreary piece of literature: An 
assortment of dry essays interlarded with an 
assortment of dry statistics. 

The document did create a record of certain 
important facts, and it did enable the administra- 
tor to discharge an obligation that tradition had 
made part of his job. In addition, an alert trustee 
could digest the assembled information and use it 
to confirm or refute the impressions he had been 
gathering all year. 

But the typical annual report was a forbidding 
thing. It contained little for the better morale of 
employees, excepting those whose names were 
mentioned, and there was even less that the local 
editor might translate into news. This, of course, 
was before the day of higher powered public 
relations. 

Perhaps it was a half dozen years ago that signs 
of conversion to the new order became clearly 
evident. Annual reports coming to Association 
headquarters began to show the unmistakable 
marks of reform. 

In some of these it was plain that a little thought 
had gone into typography. In some the first inno- 
vation was a selection of pictures. Now and then 
tables of figures were illuminated by graphs. 
Eventually these became pictorial charts, some 
with a splash of colored ink for emphasis. In time 
the best of them contained all these modern 
touches, with covers in bright or subtle color 
combinations. 

Such a report achieved the all-important quality 
of eye appeal. To see it was to look inside. To look 
inside was to read at least part of the text, and 
he who read the text absorbed the hospital’s public 
relations message. 
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With this, a suitable goal might seem to have 
been reached, but already the goal posts are being 
moved. Since only a few people in the community 
ever see a hospital’s annual report, there should 
be some way to reach the others—and there is. 

Not uncommon these days is the annual report 
that goes right out to meet the newspaper editor 
and his readers. A good example arrived not long 
ago. Without flashy cover or dramatically posed 
human interest pictures, the text is carefully 
written and neatly presented. Attached to it is a 
newspaper release with the year’s highpoints list- 
ed, and attached to this release is a note to editors 
that says in part: We beg to offer our complete 
cooperation to whoever is assigned to handle the 
story, in arranging interviews or furnishing addi- 
tional information. 

Here is a report that meets today’s requirements. 
It can be easily read and understood. It also con- 
tains a suitable mechanism for reaching the entire 
community. 

Eye appeal comes high these days, and some 
hospitals cannot afford it. But to get a message 
across, which is the ultimate purpose, most local 
newspapers can be counted on to help, if given 
a chance. 





Recognition 


MEMBERS WHO ATTEND the Atlantic City Con- 
vention will witness one ceremony that is espe- 
cially appropriate for the Association’s fiftieth 
anniversary meeting. This is the honor night pro- 
gram. 

The tie between charity and care of the sick is 
old and seemingly indispensable, which leads us 
into careless habits of thought. We tend to think 
of the tie also as indestructible, which it is not. 
We tend to view the steady flow of charitable 
giving as automatic. We forget that behind all 
charitable acts there are men and women. We 
even forget that under some circumstances a gift 
of time and energy is more worthy than a gift 
of money. . 

Fifty-one persons and nine foundations will be 
chosen for recognition at Atlantic City. These 
fifty-one persons are themselves contributors 
to the cause of hospital care, but they also repre- 
sent generations of others who have given their 
time, energy and money. Likewise the nine foun- 
dations themselves have expended millions for the 
betterment of public health; likewise they repre- 
sent generations of contributors who have chosen 
this special method of giving. 

There could be no more appropriate occasion for 
such a ceremony. Voluntary hospitals were doing 
their work long before the Association was found- 
ed in 1899, but that was about the time they 
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started a period of unprecedented development. 

The Association’s part in this growth is unques- 
tioned. At the same time it would not have been 
possible except as the wells of charity were equal 
to the new demands imposed on them. 

While the voluntary system is scarcely in imme- 
diate danger of extinction, the last few years have 
certainly placed some new obstacles in the path. 
This is a time to recognize that the future progress 
of hospitals depends more than ever on keeping 
intact the old tie between charity and care of 
the sick. 





Volunteer Aides, Postwar 


WHEN THE WAR ENDED most administrators sup- 
posed that the great new army of volunteer nurses’ 
aides would melt away naturally because it would 
be needed no longer. 

Some thought that at least part of this army 
should be retained, but the concensus seemed to 
run about as follows: Our wartime volunteers 
were invaluable as shock troops on the home front. 
They worked often at great personal sacrifice, and 
without them civilian hospital service surely 
would have deteriorated seriously. At the same 
time, (a) such willingness cannot be expected in 
the absence of a national emergency, (b) enough 
paid employees will soon be available, and (c) 
other things being equal, a hospital well staffed 
with fulltime employees should be capable of giv- 
ing continuously good service. 

The error in this supposition is now quite evi- 
dent. Enough paid employees have not become 
available. Even where all beds are open, patient 
care frequently must be stripped to the bare essen- 
tials, and good service calls for something more. 

Beyond the question of manpower, it was ob- 
served often during the war that volunteers in 
the patient area made a unique contribution. They 
diluted the atmosphere of institutionalism in a 
way that paid employees, with full work schedules 
to follow, could not hope to match. 

Whatever the value of a volunteer’s contribu- 
tion in the sick room, it is gone from many hos- 
pitals today. And with it have gone the capable 
hands and feet necessary to perform many small 
duties that round out a satisfying service. 

It is against this background that the Board of 
Trustees recently approved reactivation of the 
American Red Cross program for training volun- 
tary nurse’s aides—as reported currently in the 
news section of HOSPITALS. | 

Although such a program is national in scope, 
it is to be worked out “by local determination.” 
Thus the hospitals in any community may expect 
to help plan the training program that would 
affect them. 
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NCE UPON A TIME there was a 
O patient in a hospital who was 
elderly and lonely. Most of her 
family had died or lived far away. 
Consequently, she had no visitors. 
During visiting hours when most of 
the other patients were busy with 
their friends and relatives, Mrs. S 
became more and more depressed. 
Usually the end of the visiting 
period, 3 P.M., found her either 
close to tears or actually crying. 

In this particular hospital each 
patient’s temperature, pulse and 
respiration was taken and recorded 
after 3 P.M. Our story concerns 
the three nurses who usually were 
assigned to do this for Mrs. S. 

Nurse A always performed these 
services on time and in the way 
that she had been taught. She 
counted the pulse and respiration 
accurately and read the thermom- 
eter correctly. She gave the equip- 
ment proper care and then charted 
the readings on the patient’s chart. 

Nurse B went through the same 
procedure. She noticed, however, 
that the patient was crying and 
that her pulse and respiration 
were accelerated. In each instance 
she reported these observations to 
the nurse in charge. This head 
nurse came in to Mrs. S to find out 
why she had been crying. Mrs. S 
did not tell her. Her probable rea- 
son was that the head nurse seemed 
to be a very busy person with 
whom none of the patients actually 
had much personal contact. 

Nurse C did everything the other 
nurses did—and more. She noticed 
that the 3 P.M. pulse and respira- 
tion were the only ones accelerat- 
ed during the 24-hour period. She 
could see this clearly on the pa- 
tient’s chart. 

Since she knew that there was 
some relationship between the pa- 
tient’s tears and accelerated pulse 
and respiration, she began to watch 
the patient carefully during visit- 
ing hours. Nurse C noticed that 
Mrs. S never had any visitors. She 
began to talk to Mrs. S as she car- 
ried out her nursing duties and 
gradually learned the reason for 
her lack of visitors. 

Mrs. S soon came to know and 
like and confide in nurse C. Nurse 
C learned that Mrs. S had a church 
affiliation and suggested to the head 
nurse that the minister of that 
church might help to alleviate the 
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‘no visitor” problem. The minister 
was told about Mrs. S. He made 
arrangements for some of the 
women from the church (who 
knew Mrs. S but had not realized 
she was in the hospital) to visit the 
patient frequently. 


The Parable 


The differences among the three 
nurses have their analogy in the 
parable of the three wheel tappers, 
told recently in a sermon at the 
Duke University Chapel. The first 
was an “ignorant wheel tapper” 
who routinely and carefully tapped 
all wheels of the trains just as he 
had been told. He tapped wheels 
and drew his pay for many years 
without ever learning the reason 
for his tapping. 

The second was a “skilled wheel 
tapper.’’ He knew why he was tap- 
ping and could tell when the 
tapped wheel sounded different. 
When he heard a different noise, he 
reported this to the proper author- 
ities. He too stayed on his job for 


many years, never considering it: 
underlying purpose. 

The third was an “understandin; 
wheel tapper.”’ He soon went be- 
yond what the others did. He began: 
to wonder why the noises differed 
He was the man who asked ques- 
tions and studied to find out more 
about the car wheels. He wanted 
to know the relationship between 
the noises he heard and the integ- 
rity of the car wheel. This man also 
was a success, but he did not re- 
main a wheel tapper. 

The three nurses are like these 
wheel tappers. Nurse A is the “‘ig- 
norant” nurse who carries out du- 
ties as she is told without knowing 
why. Nurse B is the skilled nurse 
who carries out her duties, know- 
ing why but yet not understanding 
or wanting to understand all the 
relationships. 

Nurse C is the understanding 
nurse who carries out her duties, 
knows why, and is interested in 
getting more “whys.” She also is 
able to suggest how these relation- 
ships should be handled in the best 
interests of the patient. 

Just as there are three kinds of 
nurses, there also are three kinds 
of nursing education. In the past, 
nursing education was organized 
to train young women to carry out 
routine procedures without giving 
them much background for under- 
standing. Then came the era in 
which the curriculum centered on 
the sciences in order that the stu- 
dent might gain knowledge of the 
reasons for certain nursing proce- 
dures. 

Today the aim of the nursing 
curriculum is to develop the ‘“un- 
derstanding” nurse. Not only must 
she know the how and why of a 
service, but she also must under- 
stand the relationships and impli- 
cations of her findings as they 
relate to the patient and the pro- 
cedure. It is only as nurses become 
“understanding” nurses that the 
nursing profession can attain its 
objectives of helping to promote 
health, prevent disease and better 
the conditions under which people 
live. 

Herein lies the justification for 
the selection of mature, intelligent, 
young women for nursing schools 
and for a curriculum that is rich 
in the theory of social and physical 
sciences as well as in clinical 
practice. 
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Anniversary Program Preview 


HIS MONTH (September 20-23) 

the American Hospital Associ- 
ation will conduct its golden anni- 
versary convention in Atlantic 
City. Association members—those 
whose chief interests are with the 
hospitals of the country—will get 
together with two main purposes 
in mind: (1) To review the results 
of a half century of progress and 
pay homage to those that made 
them possible, and (2) to chart a 
new course for hospitals. 


To chart the course, the program 
planners are calling in leaders of 
government, industry, the profes- 
sions and the public for an out- 
siders’ challenge of what needs be 
done. 


But the everyday problems of 
hospitals will not be overlooked. 
In open sessions of the House of 
Delegates, some of the major prob- 
lems of today’s administrators will 
be aired and debated: Costs, serv- 
ice benefits, medical staff relation- 
ships, standards of hospital care. 
Panels of hospital experts will 
preside, but discussion will be open 
to all in these national round-table 
sessions. 

A brief resume of convention 
highlights follows, together with 
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notes on related organizations’ 
meetings being held concurrently. 
Formal opening: Association Pres- 
ident Graham L. Davis and E. Jack 
Barns, president of the Hospital 
Industries’ Association, will par- 
ticipate in the opening of the larg- 
est educational and commercial 
exhibit in the Association’s history. 
The ceremony will be held at 9:30 
A.M., Monday, September 20. 


Morning sessions: The round-table 
sessions will highlight the morn- 
ing programs on Tuesday, Wednes- 
day and Thursday. Discussion will 
be channeled according to two 
themes: (1) Care of the patient and 
(2) hospital finance. 

Each session will include a brief 
presentation of a particular prob- 
lem, open discussion, a summary 
and conclusions based on the dis- 
cussion. Persons attending the first 
meeting on Tuesday morning will 
take up two subjects: ‘What Are 
the Steps That Have Been Taken 
To Control Unnecessary Surgery in 
the Hospital?’ and “The Relation- 
ship of Specialty Fees to Hospital 
Finance.” 


On Wednesday morning the dis- 
cussion subjects will be: “Are We 
in Danger of Building Too Many 
Hospital Beds?” and ‘‘Service Ben- 
efits Versus Indemnity in Blue 
Cross Plans.” Thursday’s topics will 
be: “Why Should Ward Rates Be 
Below Cost?” and “What Type of 
Auxiliary Nursing Personnel Is 
Needed for Care of Patients in Hos- 
pitals?” 

Afternoon meetings: The hospital 
system in relation to other seg- 
ments of normal community life 
will be the basic theme of after- 
noon general meetings on Monday, 
Tuesday and Wednesday. What 
hospitals have done and what is 
expected of them in the future will 
be discussed by experts in the fields 
of education, industry, science and 
research, public health, govern- 
ment and the individual. At the 
final afternoon session Thursday, 
Association President-Elect Joseph 


G. Norby will give hospitals’ an- 
swer to the challenge. 


Afternoon speakers include 
Frank Chambless Rand, chairman 
of the board, International Shoe 
Company and trustee and chair- 
man of the board at Barnes Hospi- 
tal, St. Louis; Walter Deane Fuller, 
president of Curtis Publishing 
Company, publisher of the Satur- 
day Evening Post and other maga- 
zines, Philadelphia; Dr. Thomas 
Parran, medical director and for- 
mer surgeon general of the U. S. 
Public Health Service, Washington, 
D. C.; Lewis L. Strauss, member of 
the U. S. Atomic Energy Commis- 
sion, Washington, D. C.; Dr. Morris 
Fishbein, editor of the Journal of 
the American Medical Association, 
Chicago; Dr. Frank P. Graham, 
LL.D., Litt. D., president of the 
University of North Carolina, 
Chapel Hill; Carl W. Walter, M.D., 
assistant professor of surgery at 
Harvard University and senior as- 
sociate in surgery at Peter Bent’ 
Brigham Hospital, Boston. 

Special events: Special events are 
planned for each of the four con- 
vention evenings. The first of these 
will be New Jersey Night, on Mon- 
day, September 20. This informal 
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get-together will start at 5:30 P.M. 
with a reception. A buffet supper 
will follow. 

Tuesday evening has been de- 
signated Honor Night. Life mem- 
bers, all Award of Merit winners 
and the 51 representative men and 
women selected as outstanding 
contributors to hospitals have been 
invited as special guests for the 
7:30 P.M. formal dinner. 

During the evening Sen. Lister 
Hill of Alabama will present awards 
to the 50 winners. Plaques also will 
be given to the nine foundations 
selected as having made outstand- 
ing contributions to health. 

There will be two business ses- 
sions of the House of Delegates. 
The first is scheduled for 1:30 P.M., 
Sunday, September 19. Officers will 
be elected at the second meeting of 
the House on Wednesday, Septem- 
ber 22 at 8 P.M. Both sessions will 
convene in the American Room of 
the Traymore Hotel. 

The final event of the fiftieth 
convention will be the annual ban- 
quet at 7 P.M., Thursday, in the 
American Room of the Traymore. 
Included in the program will be 
induction of the new president, a 
special address and vocal selec- 
tions by Marjorie Lawrence, Metro- 
politan Opera dramatic soprano. 

On September 19, the day before 
the convention opens officially, the 
American College of Hospital Ad- 
ministrators, at its annual convoca- 
tion, will pay tribute to the Asso- 
ciation. Another anniversary trib- 
ute will be presented in the form 
of a commendatory scroll by the 
Catholic Hospital Association dur- 
ing the Thursday banquet. 

Annual conventions of turee al- 
lied groups and the national con- 
gress of women’s hospital auxilia- 
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ries will be conducted concurrently 
at Atlantic City with the Associa- 


‘tion meeting. The other groups are 


the American Protestant Hospital 
Association, the American College 
of Hospital Administrators and the 
American Association of Nurse An- 
esthetists. 


Auxiliaries 


A full four days of meetings have 
been planned for the Conference 
of Women’s Hospital Auxiliaries, 
September 20-23. Hospital auxil- 
iary members of the United States 
and Canada will convene to dis- 
cuss accomplishments and prob- 
lems and to lay plans for a future 
organization. 

Each morning, Monday through 
Thursday, formal sessions have 
been scheduled. Women participat- 
ing in the conference have been 
invited to attend the Association’s 
afternoon general meetings. In 
addition, social and educational 
events especially for the women 
have been planned for Monday, 
Tuesday and Wednesday after- 
noons. 

Mornings: The first conference 
session, on Monday, September 20, 
will be opened by Association Pres- 
ident Graham L. Davis. Subjects 
to be discussed that day include 
“How the Auxiliary Fits into the 
Hospital Program,” “How To Set 
up an Auxiliary,” ‘Auxiliary Rela- 
tionships” and ‘Financial Respon- 
sibilities.” 

Tuesday morning conference 
participants will hear a lecture on 
the “Auxiliary and the Public.” 
This will be followed by the first 
of two experience clinics at which 
speakers discuss actual projects 
carried on by women’s groups. To 
be described are a twig gift shop, 
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a cook book, social services, garden 
tours and a thrift shop. 

Included in the Wednesday 
morning program is an analysis of 
the findings in the national study 
of -women’s hospital auxiliaries. 
The study, based on replies to ques- 
tionnaires sent out by the Associa- 
tion, is the first such report to be 
compiled. Mrs. Morris Fishbein of 
Chicago, chairman of the Associa- 
tion’s Women’s Hospital Auxiliary 


- Committee, will make the report. 


Other subjects on the Wednesday 
program include, ‘Service Concept 
of Auxiliaries,’ ‘Associations of 
Auxiliary Groups,” “What Wom- 
en’s Service Groups Have Done To 
Help in the Care of the Veterans” 
and a discussion of future national 
activities. 

The second experience clinic is 
scheduled for Thursday. Reports 
will be made on a sewing project, 
inpatient services, a training school, 
educational programs and library 
service. The program also includes 
a discussion of ‘“How the Auxiliary 
Fits into the Nursing Program.” 

Final speaker of the conference 
will be Dr. Morris Fishbein, who 
will talk about ‘““New Paths for the 
Auxiliaries.” 

Afternoons: All afternoon social 
events will take place at the ladies’ 
hospitality headquarters. This will 
be located in the music room of 
the Marlborough-Blenheim Hotel. 
Programs will start at 2:30 P.M. 
and continue until 6 P.M. 

A musical afternoon, with the 
Viennese Ensemble and Sonia, has 
been planned for Monday. There 
will be a fashion show on Tuesday, 
and a humo ous talk by a noted 
astrologist on Wednesday. Individ- 
ual card and palm readings and 
handwriting analyses also will be 
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offered Wednesday. Facilities for 
bridge will be available all three 
afternoons for those who wish to 
play, and refreshments will be 
served at each of the afternoon 
socials. 

Registration for the women’s 
conference will be on Sunday, Sep- 
tember 19 at the Traymore Hotel. 
Tre women are urged to plan to 
arrive at Atlantic City on Septem- 
ber 18 or 19. 


Protestant Association 


“Experience, Expression and Ex- 
ample in Christian Healing” has 
been selected as the theme of the 
twenty-seventh annual convention 
of the American Protestant Hospi- 
tal Association. Dates for the meet- 
ing are September 17-19; head- 
cuarters are the Hotel Dennis. 

A meeting of the chaplain’s sec- 
tion on Friday, September 17 will 
be the first convention event. The 
general meetings will open for- 
mally at 7:45 pP.M., Friday, with a 
round table conference. 

Saturday morning speakers will 
discuss the American College of 
Surgeons’ point rating system, 
unique patient care in church hos- 
pitals and unique training for nurs- 
es and interns in church hospitals. 
Topics for the afternoon session 
include the advantages to the hos- 
pital of full cooperation with Blue 
Cross and Blue Shield plans, how 
to gain public understanding of the 
reasons for present high costs of 
hospital care and the hospital’s 
personality. Discussion periods will 
follow both meetings. 

Dr. Samuel W. Hamilton, super- 
intendent and medical director of 
Essex County Overbrook Hospital, 
Cedar Grove, N.J., will speak at 
the annual banquet, Saturday at 
7 P.M. During the evening, the 
association’s incoming president, 
Chester C. Marshall, D.D., admin- 
istrator of Methodist Hospital, 
Brooklyn, will receive the gavel. 
Rev. Paul C. Elliott, administrator 
of Presbyterian Hospital-Olmsted 
Memorial, Los Angeles, is retiring 
president. 


Hospital Administrators 


A luncheon of the board of re- 
gents and executive committee will 
be the opening event of the annual 
meeting of the American College 
of Hospital Administrators, Sep- 
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tember 18-21. The Traymore Hotel 
will be college headquarters. 

At its fourteenth annual convo- 
cation on Sunday, September 19, at 
the Hotel Claridge, the college will 
receive 22 new fellows, 70 new 
members and 139 candidates into 
nominee status. Three honorary 
fellowships also will be presented. 

Dean Christian Gauss, Litt.D., 
L.H.D., dean of alumni at Prince- 
ton University, will be speaker at 
the annual banquet Sunday eve- 
ning. At that event, Edgar C. Hay- 
how, Ph.D., administrator of the 
East Orange (N. J.) Hospital and 
president of the college, will give 
his report for the year. 

The college’s annual educational 
session is scheduled for Monday 
morning, September 20. 

A general business meeting, in- 
cluding election and induction of 
new officers, will follow the educa- 
tional session. Jessie J. Turnbull, 
superintendent of Elizabeth Steel 
Magee Hospital, Pittsburgh, will be 
installed as president. 


Nurse Anesthetists 


Three general sessions have been 
planned for the fifteenth annual 
convention of the American Asso- 
ciation of Nurse Anesthetists, Sep- 
tember 20-23. Clinical, theoretical 
and professional aspects of anes- 
thesia will be emphasized at these 
sessions. 

Among subjects to be discussed 
by convention speakers are liabili- 
ty insurance for nurse anesthetists, 
physiological changes that take 
place during anesthesia, and a 
comparison of anesthesia in the 
past and present. A talk on phys- 
ical principles related to anesthesia 
will be correlated with a trans- 
parency exhibit in the association’s 
booth. 

To be brought before membe-s 
at the September 21 business ses- 
sion is a proposal for setting up a 
house of delegates. 

The second award of apprecia- 
tion for an outstanding contribu- 
tion to the advancement of the 
nurse anesthetist will be presented 
at the annual banquet, September 
22. The banquet will be held at the 
Ritz-Carlton ‘Hotel, which is the 
headquarters hotel for the nurse 
anesthetists. 

Lucy E. Richards of City Hospi- 
tal, Cleveland, is association presi- 
dent. 
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A Half Century in Retrospect 


Hospitals, medicine, manners and customs 
as the Association was growing to maturity 


IGHT MEN ARE IN a room at 

Cleveland’s Colonial House. 
Chairman James S. Knowles calls 
the meeting to order. Eight men— 
four from Cleveland, two from 
Detroit and one each from Ann 
Arbor and Pittsburgh—have spent 
a year planning and laying the 
groundwork for a new organiza- 
tion. 

That day and the next they talk 
about a constitution and by-laws, 
about aims and purposes. When 
they adjourn, the Association of 
Hospital Superintendents has been 
created. The year is 1899; the dates, 
September 12 and 13. 

This organization was the first 
step toward recognition of hospi- 
tal administration as an independ- 
ent science. Until that time it had 
been primarily a by-product of ad- 
vances in medical science. Medi- 
cine’s trials and errors, in unre- 
lated sequence, had dominated 
hospital organization. 

This superintendents’ association 
was the first move to separate 
medical science and hospital ad- 
ministration. This was the associa- 
tion that in 1906 was to become 
the American Hospital Association 
of the United States and Canada. 


The organization was born into 
an atmosphere of change and prog- 
ress—industrial, political, scien- 
tific. The year of its first meeting, 
Dr. Walter Reed and his associates 
began the study that was to give 
mosquitos the blame for transmit- 
ting yellow fever. It was the year 
that Adm. George Dewey, hero of 
the Spanish-American War, sailed 
home from Manila to announce his 
willingness to run for the presi- 
dency. It was also the year that 
Columbia University offered the 
first course for nursing superin- 
tendents. 

This historical sketch was written by 


Miss Snyder, a member of Hosprrats’ edi- 
torial staff. 
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In the 50 years before this Cleve- 
land meeting, medical science it- 
self was taking on a professional 
stature. Doctors and scientists be- 
gan to take Leeuwenhoek’s micro- 
scope (1683) seriously and apply it 
to medical practice. Bacteriology 
emerged as a practical science. 
When it did, medicine, surgery, 
medical education and hospitals 
changed drastically. 

By 1899, Louis Pasteur, who had 
given great impetus to the findings 
of bacteriology, had been dead 
four years. He left to the medical 
profession preventive treatment of 
hydrophobia and vaccination for 
anthrax in addition to the bac- 
teria-destroying heating process 
that bears his name. 

In 1899 Robert Koch was delv- 
ing into the origin and treatment 
of malaria. His earlier work had 
included isolation of the bacilli 
causing tuberculosis and anthrax. 

The second half of the nine- 
teenth century also marked almost 
revolutionary changes in medical 


WITH automobile storage batteries, New 
York surgeons in 1903 supplied power for 
x-rays in homes of their patients who did not 
have electricity. (Bettmann Archive phofo.) 


care and treatment. Operating 
room technique began to have sig- 
nificance after Morton demonstrat- 
ed anesthesia in. 1846 and Lister 
turned attention to asepsis with his 
carbolic spray in the 1860’s. 

Out of the Civil War had come 
new emphasis on surgery and a 
number of excellent American 
surgeons. With the use of anes- 
thesia, surgery had progressed far 
from the barber and bleeder days 
of earlier centuries. The ‘“Auto- 
crat of the Breakfast Table,” Oliv- 
er Wendell Holmes—doctor, phil- 
osopher, statesman—had proved 
that the physician, by cleanliness, 
could aid in prevention of puer- 
peral fever. 

Koch and his associates had per- 
fected steam sterilization in 1881, 
and five years later had adapted 
steam sterilization in surgery. By 
1891, modern standardized proce- 
dures of boiling and exposure to 
steam under pressure had been de- 
veloped. It was then that surgeons 
first wore rubber gloves. 

With the development of sur- 
gery and with doctors turning 
their thoughts to preventive as 
well as curative techniques, lab- 
oratory research in bacteriology, 
biology and pathology became 
more important. As knowledge in- 
creased, the need arose for hospi- 
tal facilities for research and edu- 
cation, and for new procedures to 
keep pace with medical expansion. 

Something was happening to 
hospital construction at the turn of 
the nineteenth century. Previously, 
both the medical profession and 
laymen had been convinced that 
diseases came from emanations of 
the soil and that the air surround- 
ing hospitalized patients was pois- 
onous and dangerous. The bar- 
racks system of construction had 
been devised with this in mind. 
Hospitals consisted of groups of 
low wooden buildings, completely 
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disconnected. From time to time 
such buildings were destroyed and 
replaced because demolition was 
thought to be the only sure way to 
eliminate sources of infection. 

Then came a conviction that 
fresh air and sunshine would pre- 
vent infection, and the pavilion 
type of hospital building began to 
appear. Johns Hopkins Hospital, 
completed in 1889 after 16 years of 
planning and study, was a pioneer 
American example of such con- 
struction. The original Hopkins 
consisted of seven buildings for 
patients and 10 service buildings, 
all connected by unenclosed pas- 
sages. 

One of the first and most in- 
fluential advocates of the pavilion 
type of construction was England’s 
“lady with the lamp,” Florence 
Nightingale. Following her experi- 
ences in the British Army hospi- 
tals of the Crimea in 1854-56, she 
became one of the foremost Eu- 
ropean authorities on hospital con- 
struction. Her principles of sani- 
tation and hygiene, developed 
during the Crimean War, were the 
basis of her approval of the pa- 
vilion. Miss Nightingale was con- 
vinced that infection was airborne 
and that it would not spread if 
there were plenty of fresh air, 
sunshine, soap and water. 

Miss Nightingale, who was called 
the founder of modern nursing as 
well as an authority on hospital 
construction, also was responsible 
for many of the advances in nurs- 
ing that had taken place by the 
time the superintendents met in 
1899. In 1859 she had established 
the first training school at St. 
Thomas’s Hospital, London. She 
had planned the curriculum that 
included theory and. practice in 
nursing; she had arranged that 
students live in quarters at the 
hospital; she had made it possible 
for women of education and breed- 
ing to train for nursing careers. 

The St. Thomas’s plan spread 
rapidly throughout Europe, then to 
the United States. Hospital schools 
of nursing mushroomed between 
1890 and 1910. Many of these 
schools later were closed and some 
of them merged with other schools. 
By the time the Association com- 
pleted its first half century, there 
were 1,242 accredited schools of 
nursing in the nation. 
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POLICE CLEARED the way for an ambulance 


going from Bellevue Hospital, New York City, to 


the scene of an accident in the early days of the Association. (Bettmann Archive phofo.) 


By 1899 the first university 
school of nursing—the John Sealy 
Hospital school at the University 
of Texas—had been open for two 
years. In 1898 nurses served with 
the United States Army in the field 
for the first time. Though some 
volunteers had worked with Clara 
Barton during the Civil War, grad- 
uate nurses in base hospitals were 
unheard of until the Spanish- 
American War. By 1901 the Army 
Nurse Corps had been activated. 

Several nurses’ organizations 
had been formed before the first 
superintendents’ meeting. The 
American Society of Superintend- 
ents of Training Schools for Nurses 
was founded in 1894. After a re- 
organization in 1912, its name was 
changed to the National League of 
Nursing Education. The Nurses’ 
Associated Alumni was formed in 
1896. After a reorganization in 
1911, it became the American 
Nurses’ Association. 

Nursing as a profession was well 
established by 1899. With develop- 
ment came control. The first state 
law for registration of nurses was 
passed in North Carolina in 1902. 
Still to come were licensure of 
graduate nurses and accreditation 
of schools. Visiting nurses did not 
appear to any great extent until 
1905; public health nursing came 
a few years later. 

Before the twentieth century, no 
one had given much thought to 
statistical reports on hospital fa- 
cilities. The initial report, made 
by the U. S. Bureau of Education 
in 1873, listed 178 hospitals. This 


census, however, probably was in- 
complete. American Medical Asso- 
ciation records show that 661 hos- 
pitals existed before 1875 and by 
1900 there were 2,070 hospitals. 

During the first 10 years of the 
twentieth century, almost all of 
the new hospitals were built to 
care for patients suffering from 
some ‘specific disease. Such facili- 
ties soon were found to be too lim- 
ited, and there began a new trend 
toward construction of hospitals 
for various age and sex groups. 
This practice, too, proved to be too 
limited, and by the end of World 
War I, construction of the short- 
term acute facility was under 
way. 

The raising of standards of med- 
ical education, started by the 
American Medical Association 
when it was reorganized in 1901, 
also changed the hospital picture. 
Early nineteenth century medical 
schools had low standards, no hos- 
pital affiliations and no formal cur- 
riculum of study. 

Improvement began with the 
Civil War, and the construction of 
Johns Hopkins Medical School in 
connection with Johns Hopkins 
Hospital added impetus to the new 
concept of medical education. 

Two years before the superin- 
tendents’ Cleveland meeting, the 
first journal dealing with hospital 
problems, the National Hospital 
and Sanitarium Record began pub- 
lication. In 1900, the name of the 
magazine was changed to the Na- 
tional Hospital Record. Its editor 
was Del T. Sutton, one of the first 
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honorary members of the superin- 
tendents’ association. Between 1900 
and 1907 this publication was the 
Association’s official journal. An- 
other professional publication that 
appeared in 1900 was the Ameri- 
can Journal of Nursing. 

As these things happened in and 
around hospitals, the life of the 
average American had been chang- 
ing too. The years between 1899 
and 1908 were the days of the 
Gibson girl and the handlebar 
mustache. The bicycle vogue, at its 
peak early in the century, was re- 
ceiving its first challenge from the 
infant automobile industry. 

The first American made car had 
been driven successfully in 1892; 
by 1903 Henry Ford had entered 
the field with the first lower priced 
car. The first automobile show was 
held at New York City in 1900, 
the year also marked the start of 
mass production. 

At the beginning of the twen- 
tieth century, Wilhelm Roentgen’s 
discovery of x-ray was five years 
old and the Curies’ isolation of 
radium was two years old. In 1896, 
Michael Pupin found secondary 
x-ray radiation and developed the 
means for short exposure x-ray 
photography by interposition of a 
fluorescent screen. Three years 
later the first recommendation that 
diabetics avoid sugar was pub- 
lished. 

To appear before 1909 were the 
Wasserman test and_ salvarsan 
(Ehrlich’s 606) treatment for 
syphilis. Before then, the Federal 
Food and Drug Act had been 
passed, and John D. Rockefeller 
had made a seven-million dollar 
grant for tuberculosis serum re- 
search. 

All of these medical changes were 
important because they helped to 
convince the men‘who served in 
hospitals that there was need for 
some central organization. Such 
an organization would provide a 
medium for the exchange of infor- 
mation and for the development 
of new ide2s and procedures. The 
eight superintendents who met in 
1899 had those needs in mind. 

Tl.e need for such an organiza- 
tion was reflected’ in the rapid 
membership growth and the wid- 
ening of Association interests. Ad- 
ministrators a half century ago 
faced many of the same problems 
that puzzled administrators. in 
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A PRIMITIVE pump operated by two attend- 
ants was one method used to disinfect a sick- 
room 60 years ago. (Bettmann Archive photo.) 


1948. One example could be found 
in the appointment, in 1902, of a 
committee to study a system of 
uniform accounting for the United 
States and Canada. The Associa- 
tion’s first accounting manual was 
published 20 years later. 

Convention programs of the 
young association included presen- 
tation of such diverse subjects as 
“Uses and Abuses of Dispensaries” 
in 1903 and ‘Mental Wards in 
General Hospitals” and the “Pur- 
chase of Hospital Supplies’ in 
1904. 

Medical staff and hospital rela- 
tionships were the informal theme 
of the 1905 meeting. Medical or- 
ganization of the hospital, disci- 
pline, functions of the medical staff 
and intern appointments were dis- 
cussed. 

Business sessions at the annual 
conventions were important. All 
official business was discussed and 
voted on by the membership. Any- 
thing approved did not go into ef- 
fect until the succeeding year’s 
convention. 

By 1906, the membership of the 
Association of Hospital Superin- 
tendents had grown to 234. At the 
convention that year, approval for 
admitting associate members was 
voted. That year, too, a committee 
was appointed to consider further 
development of the Association’s 
work. At first it was thought that 
federal assistance would be needed 
if the scope of activity was broad- 
ened, but this proved to be un- 
necessary. 

The committee, which consisted 
of Dr. Sigismund S. Goldwater as 








chairman, George H. M. Rowe, 
J. N. E. Brown, Charlotte A. Aik- 
ens and Dr. Henry M. Hurd, re- 
ported at the ninth annual con- 
vention in Chicago. 

It recommended opening the 
membership to hospital trustees. | 
asked for a new name to fit the 
expanding organization. That name 
was the American Hospital Asso- 
ciation of the United States and 
Canada. Many later Association 
activities were suggested in Dr. 
Goldwater’s report. Among his 
recommendations were: Establish- 
ment of a representative govern- 
ing body, active Association coun- 
cils, expansion of national interests 
and some kind of geographical 
divisions within the organization. 

The program of the 1907 meet- 
ing included papers on a number 
of subjects. Listed on the program 
were “Organization of a Teaching 
Hospital” by E. S. Gilmore; ‘“Em- 
ployees and Their Selection and 
Management—Comparison of Hos- 
pital Payrolls” by Asa S. Bacon; 
“Report of a Subcommittee on 
Hospital Services, Hospital Fi- 
nances and Economics of Adminis- 
tration” by Dr. Goldwater. Jane 
Addams of Chicago’s Hull House 
gave members a “Layman’s View 
of Hospital Work Among the Poor.” 


THE SECOND DECADE 


The Association entered its sec- 
ond decade with 596 members—an 
increase of 585 over the registra- 
tion at the end of its second year. 
Its name had been changed, its 
purpose expanded and its mem- 
bership requirements broadened. 

Twentieth century progress 
moved rapidly between 1910 and 
1919. Medicine and surgery con- 
tinued to make gains. Specializa- 
tion became more popular. Re- 
search in allergies, preventive 
techniques and basic food require- 
ments was under way. 

Throughout the nineteenth cen- 
tury, the hospital often was looked 
on as a place to die. As standards 
of medical care rose and mortality 
rates went down, the public atti- 
tude toward hospitals gradually 
changed. Improved medical and 
hospital techniques discouraged 
the old attitude, and more and 
more people willingly went to hos- 
pitals for care. Increased facilities 
to take care of the demand re- 
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sulted. In 1909, for example, there 
was one hospital bed for each 200 
persons. By 1948 the ratio had risen 
100 per cent to one bed for each 
100 persons. 

During the second decade, the 
pattern of life in America changed, 
too. The kitchen range, the vac- 
uum cleaner, the refrigerator, the 
dish washer and the daily bath 
were introduced into the average 
home. The price of automobiles 
had dropped to a point where a car 
was no longer a luxury to the up- 
rer middle classes. The day of the 
bicycle was over and the Model-T 
Ford rolled off the production line. 
In 1911 the first transcontinental 
plane flight—New York to Pasa- 
dena in 84 hours, 2 minutes—was 
made. 

A number of organizations al- 
lied with the American Hospital 
Association were formed during 
the second decade. First was the 
American College of Surgeons, or- 
ganized in 1913. Five years later 
the college used its minimum 
standards for rating hospitals for 
the first time. Of 692 hospitals vis- 
ited, only 89 had the qualifications 
necessary for college approval. The 
1947 report listed 3,143 approved 
hospitals out of a total of 3,900 
visited by college representatives. 
These approved hospitals had 75 
per cent of the available beds. 

With the entrance of the United 
States into World War I in April 
1917, the Association organized its 
War Service Committee. The com- 
mittee cooperated with military 
authorities in allocating hospital 
facilities for civilians and the mili- 
tary. It worked with the American 
Red Cross in devising a plan for 
use of volunteer hospital aides. 

Use of auxiliary nursing service 
was not a new idea with the Asso- 
ciation during World War I. Its 
1907 study of nursing problems 
had brought forth several recom- 
mendations. One of these advocat- 
ed setting up three grades of 
nurses: Executives or teachers, 
bedside nurses, and attendant or 
Subsidiary workers. 


THE THIRD DECADE 


The final year of World War I 
brought a new era to the Associa- 
tion as well as to the nation. At 
the Association’s eighteenth con- 
vention at Philadelphia in 1916, 
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the foundations for extensive or- 
ganization changes had been laid. 
Two years later, members voted 
approval for a new constitution 
and by-laws. 

Other important changes in the 
Association’s framework had been 
suggested and approved in 1916. 
These included setting up a five- 
member Board of Trustees, au- 
thorization of a fulltime perma- 
nent paid executive secretary and 
establishment of a bureau of hos- 
pital information. A decision also 
had been made to open permanent 
headquarters at Chicago. 

At the first meeting of the Board 
in 1919, Dr. A. R. Warner was 


made executive secretary, and he 
was the first of four to hold that 
position. To follow him were Dr. 
W. H. Walsh in 1925, Dr. Bert W. 
Caldwell in 1928, and George Bug- 
bee in 1943. In June 1945 the title 
was changed to executive director. 

Institutional members were ac- 
cepted by the Association follow- 
ing the constitutional changes in 
1918. During the first year 98 hos- 
pitals joined the Association. Two 
years later the Ohio Hospital As- 
sociation became the first geo- 
graphical section to be granted af- 
filiation. 

After the war came the roaring 
20’s. Hospitals, along with the rest 
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HANDWORK WAS a major part of the laundry routine during the late nineteenth century. An 
example is the laundry at St. Luke's Hospital, New York City. (Bettmann Archive photo.) 


of the country, came into an era 
of prosperity and expansion. Pres- 
ident Warren G. Harding had been 
elected to office on his platform of 
“normalcy.” The radio and the 
talking picture had appeared. 

The 20’s were the days of the 
tin lizzie, women in the barber- 
shop, crossword puzzles, short 
skirts and the first of the crooners. 

The 20’s also brought important 
changes in Association policy, 
modern concepts of hospital care, 
and a new idea for meeting hos- 
pital care costs—prepayment. 


New Type Buildings 


A major change in hospital con- 
struction was accomplished by 
1925. By the end of World War I, 
architects had a clearer picture of 
how administrators thought and 
what they wanted of a hospital. 
Research had proved that pavil- 
ion-type hospitals were not essen- 
tial for preventing the spread of 
infection. Early in the decade the 
first multi-story hospital had been 
completed —the 10-story Fifth 
Avenue Hospital at New York 
City. After that, skyscraper hos- 
pitals, along with skyscraper of- 
fices gained in popularity. 

The early 1920’s, the Associa- 
tion’s third decade, brought anum- 
ber of changes to the organization. 
In 1920 the first headquarters was 
established at 22 East Ontario 
Street, Chicago. In 1926 the staff 
moved out of this rented space and 
into the Association’s own building 
at 18 East Division Street. 

When the Association moved, 
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the Hospital Library and Research 
Bureau went along. The bureau 
had originated in 1919 when the 
American Conference on Hospital 
Service, including delegates from 
15 groups interested in hospitals, 
had been organized. 

At the 1920 convention, Associa- 
tion members were told that the 
Rockefeller Foundation had offered 
a $15,000 grant for establishment 
of a hospital reference library. 
The foundation would furnish 
funds of $3,000 for each $1,000 
supplied by the Association. 

Members approved the arrange- 
ment and the library which one 
day was to own the largest collec- 
tion of hospital literature in the 
world was started. In 1929, the 
American Conference on Library 
Service released its control over 
the library. 

The library was formally dedi- 
cated in 1940, when the name was 
changed to the Bacon Library in 
honor of the late Asa S. Bacon, 
Association treasurer from 1907 
until his retirement in 1943. To 


_ avoid confusion, the Board of 


Trustees in 1948 authorized an- 
other change in name to the Libra- 
ry of the American Hospital Asso- 
ciation—Asa S. Bacon Memorial. — 

The beginnings of voluntary 
prepaid hospital insurance came 
late in the 1920’s. The stockmarket 
crash in 1929 ended the postwar 
boom. Hospitals reflected the prob- 
lems of the worst economic de- 
pression in history. Early in the 
1930’s, many hospitals were forced 
to close as more and more people 








found themselves unable to pa 
the cost of medical or hospita: 
care. 

Baylor University Hospital, Dal- 
las, was low in occupancy and 
funds in 1929. In trying to improve 
conditions, hospital and university 
administrators started an experi- 
ment which involved enrollment 
of groups for service at the hospi- 
tal on a prepayment basis. The 
first to sign up were 1,500 Dallas 
teachers who paid $3 a semester 
for 21 days of hospital care a year. 

The prepayment idea proved 
popular. Plans were organized in 
St. Paul, Sacramento and New Jer- 
sey. By 1933 the Association had 
taken official recognition of the 
trend by appointing a committee 
to study prepayment. The same 
year the Association’s Board of 
Trustees endorsed the principle of 
voluntary hospital insurance. 

At the Association’s 1936 con- 
vention, a special report included 
an announcement that the Julius 
Rosenwald Fund had _=s granted 
money for the establishment of the 
Commission on Hospital Service, 
later to be known as the Blue 
Cross Commission. Two years later 
the Association Council on Hospi- 
tal Service Plans was appointed to 
work with the commission. 

Between 1938 and the end of the 
Association’s first half century, the 
Blue Cross Commission under- 
went several organizational chang- 
es. In 1941 the Association council 
was dissolved and the commission 
organized as the Hospital Service 
Plan Commission. In 1946 the 
name was changed to the Blue 
Cross Commission of the American 
Hospital Association. At that time 
Blue Cross plans in the United 
States and Canada were divided 
into 12 districts, each of which was 
given one representative on the 
Blue Cross Commission, the plans’ 
governing body. 


THE FOURTH DECADE 


The Association’s fourth decade 
was a period of national economic 
change. With the inauguration of 
President Franklin D. Roosevelt in 
1932, social legislation assumed 
more importance in the national 
scene. Laws creating social secur- 
ity and unemployment compensa- 
tion and minimum wage and hour 
standards were passed; the Na- 
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tional Labor Relations Board was 
set up. Through numerous govern- 
ment agencies—W.P.A., P.W.A. 
and C.C.C.— the federal govern- 
ment tried to create jobs for the 
millions unemployed. 

In 1934, in the middle of eco- 
nomic turmoil, Association mem- 
bers again considered a change in 
the basic organization. Sixteen 
years had passed since any major 
alterations in the Association struc- 
ture had been made. 


New Constitution 


A Committee on Membership 
Structure was appointed that year 
to consider revision of the consti- 
tution and by-laws. Named to 
serve were Dr. Harvey Agnew, 
Asa S. Bacon, Dr. Robin C. Buerki, 
Graham L. Davis, the Rt. Rev. 
Msgr. Maurice F. Griffin, James A. 
Hamilton, John N. Hatfield and 
John R. Mannix. 

The committee met several times 
a year between 1934 and 1937. 
Constitutions of other organiza- 
tions, especially that of the Ameri- 
can Bar Association, were studied 
carefully. At meetings that often 
lasted through the night, drafts 
and redrafts were written. In 1937, 
the proposed constitution and by- 
laws were presented to members 
attending the annual convention. 
They went into effect in 1938. 


Before adoption of the new con- 
stitution, all Association members 
were entitled to vote on matters of 
official business introduced at ses- 
sions during the annual conven- 
tion. An increasing number of in- 
stitutional and personal members 
and the lapse of time between 
meetings made this system clumsy 
and unsatisfactory. The new plan 
set up a House of Delegates to 
inaugurate and pass on official 
business. House membership was 
based on institutional and active 
personal membership within each 
state. 

Six Association councils were 
created in 1938 as part of the new 
structure. They were: Administra- 
tive practice, professional practice, 
hospital planning and plant opera- 
tion, public education (later public 
relations), government relations 
and association development (later 
association relations). 


Tne Committee on Coordination 
of Activities, composed of the 
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president and council chairmen, 
also was authorized. Membership 
of the Board of Trustees was in- 
creased from five to 13, and rotat- 
ing terms were established. 

Sweeping changes were made in 
the membership structure. Four 
types of institutional memberships 
were provided. Personal members 
were classified as: active, associ- 
ate, life, honorary and subscribing. 
Dues for institutional members 
were set at from $10 to $75 a year, 
depending on days of patient serv- 
ice. When institutional member- 
ship had been authorized in 1918, 
dues had been from $10 to $50 a 
year, depending on the number of 
beds. Personal memberships were 
set at $5 and $10 a year, an in- 
crease over the 1918 rates of $3 
and $5. 

One of the major Association 
services inaugurated during the 
fourth decade was publication of 
an official journal. The Association 
had published Transactions of its 
convention proceedings since 1902. 
A Bulletin of the American Hospi- 
tal Association had been published 
quarterly since 1927, but no official 
journal had been issued since 1912 
when publication of the old Na- 
tional Hospital Record had been 
taken over by the Modern Hospital 
Publishing Company. 

The Board of Trustees author- 
ized a monthly journal in 1935, 
and in January 1936 the first issue 
of HOSPITALS was published. 

By the end of the Association’s 





THE FIRST annual Blue Cross Conference 
was held at Atlantic City in 1937, at the 
same time as the Association's convention. 





fourth decade, there were fewer 
hospitals but they were larger. In 
1909, the nation had 4,359 hospi- 
tals with a total bed capacity of 
421,065. Before collapse of the 
boom of the 20’s, 6,852 hospitals 
with 892,934 beds were in exist- 
ence. By 1939, the American Med- 
ical Association listed 6,226 hospi- 
tals in the nation. These hospitals, 
626 fewer than 10 years before, 
had a bed capacity of 1,195,026. 

The peak year for hospital ca- 
pacity did not come until 1945, 
when 1,738,944 beds were avail- 
able in the nation’s 6,511 hospitals. 
At this time 705 federal hospitals 
were in operation, many of them 
temporary Army and Navy facili- 
ties. Peak year of federal hospital 
management was in 1943 when 827 
hospitals were federally controlled. 
Ten years earlier, there had been 
only 330 of these hospitals. 


THE FIFTH DECADE 


War came with the 1940’s and 
brought with it a state of turmoil 
that was to outlast the Associa- 
tion’s first half century. Hospitals 
seemed to be riding the lash of a 
restless whip. In a period of 10 
years, they suffered successively 
from closed beds, from overcrowd- 
ing, and again from closed beds. 
They completed the cycle from 
deficits, to comfortable margins for 
expansion, to deficits brought on 
by inflation. 

Part of the turmoil resulted di- 
rectly from all-out effort to win 
the war, part indirectly from a 
general disturbance of old bal- 
ances. 

The first effect of total war had 
been to stimulate hospital patron- 
age while draining off both the 
professional and nonprofessional 
employees needed to care for the 
great influx of patients. Doctors, 
nurses and dietitians began to dis- 
appear soon after Pearl Harbor, 
most of them headed for military 
service. There were not enough in- 
terns and residents to go around. 
Clerks, maintenance men, maids 
and orderlies became scarce—some 
going into service and the rest into 
highly paid war work. 

Particularly painful was the loss 
of nurses. The American Red Cross 
produced a small army of nurses’ 
aides. Other volunteers were re- 
cruited. Retired nurses were begged 
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SINCE THE position of executive secretary was created in 1919, four men have served 
the Association in that capacity. They are (left) Dr. Andrew R. Warner, 1920-1924; 
Dr. William H. Walsh, 1925-1927; Dr. Bert W. Caldwell, 1928-1942, and George Bugbee. 








to come back, and many of them 
did. 

It soon became evident that 
more heroic efforts would be nec- 
essary. Not only were registered 
nurses leaving their old posts, but 
students were not coming into the 
training schools. 

Out of this crisis came the Cadet 
Nurse Corps in 1943. The U. S. 
Public Health Service, nursing or- 
ganizations and the Association 
worked out a series of campaigns 
in which girls were attracted to 
the schools by special uniforms, 
maintenance and pay while they 
learned. This came close to filling 
the classrooms and averted what 
would have been a crisis had the 
war lasted longer. 

The war was not very old before 
Association leaders recognized the 
necessity of another great organi- 
zational change. At the 1942 con- 
vention at St. Louis, work was 
started on a vast expansion pro- 
gram which was set in motion a 
year later. At Buffalo in 1943 the 
House of Delegates approved a 
dues increase of some 300 per cent. 

The institutional membership 
fees ranged from $5 to $75 a 
month, and this produced two re- 
sults: The Association was no 
longer so heavily dependent on 
revenue from convention exhibits, 
and it was able to finance new 
services that had been wholly be- 
yond reach. 

For the first time it became pos- 
sible to provide the councils with 
paid secretaries. The first of these 
even preceded the dues increase. 
At convention time in 1942 it had 
become evident that members 


needed some special guidance if 
they were to cope with wartime 
controls. Through voluntary pledg- 
es, several member hospitals fi- 
nanced the establishment at Wash- 
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ington, D. C., of the Wartime Serv- 
ice Bureau. It was put under the 
Council on Government Relations 
and was directed by the first paid 
council secretary. 

Later the bureau was brought 
under the Association budget, and 
eventually its name was changed 
to the Washington Service Bureau. 
Meantime other council secretaries 
were employed and the expanded 
program put under way. 

Specialists were added to the 
staff. The first American Hospital 
Directory was published in 1945. 
TRUSTEE, the Journal for Hospital 
Governing Boards, was launched in 
1947. An architect’s approval pro- 
gram was adopted in 1945. Two 
new councils—international rela- 
tions and education—were created. 
A year-round institute program 
was still expanding as the fiftieth 
anniversary approached, and these 
were only indications of what be- 
came possible with the 1943 dues 
increase. 


Indirect Effects 


If the direct effects of war were 
more perplexion, the indirect ef- 
fects were longer lasting. Long be- 
fore hospitals had finished strug- 
gling with mobilization and de- 
mobilization, they were confronted 
with a number of problems that 
had been in the making for years. 
At last five of these turned the 
1940’s into a decade of great un- 
certainty. 

|. When the prepayment move- 
ment had been young and hospital 
beds empty for lack of patronage, 
steady expansion of Blue Cross 
enrollment was unquestionably a 
boon. But the time came when a 
majority of hospital patients were 
being serviced under contract. The 
beginnings of inflation had elevated 
operating costs, and hospitals found 
an even smaller percentage of pa- 











tients for whom rates could 5e 
raised in an effort to produce ihe 
necessary revenue. 

Blue Cross plans generally raised 
their own subscriber rates in orcer 
to increase hospital payments, but 
they found it hard to keep pace 
with the continuing rise in hospi- 
tal operating costs. During his 
time enrollment increased (30,- 
000,000 in 1948) and this agegra- 
vated the problem. 

The old machinery for govern- 
ing hospital—Blue Cross relation- 
ships became out-of-date, and 
many efforts were made to replace 
it. By 1947 it had become neces- 
sary for the Association to estab- 
lish a Council on Prepayment 
Plans and Hospital Reimburse- 
ment. 

Along the way, another growing 
pain had been encountered. Med- 
ical care prepayment plans had 
been slow in developing. For the 
most part those in existence op- 
erated independently of Blue Cross 
plans in the same area. The public 
was anxious to have its hospital 
and medical coverage in a single 
package. Blue Cross plans found 
themselves at a disadvantage in 
not being able to offer companies 
with employees scattered over the 
United States a single contract 
that would provide the same bene- 
fits everywhere. 

By 1948 the Blue Cross Com- 
mission and the Association, 
through its new council, were deep 
in negotiations aimed at single 
package coverage for patients and 
nationwide coverage for large em- 
ployers. 

2. One great uncertainty of the 
1940’s had its roots in both World 
Wars. Back in 1921 the Veterans 
Bureau, predecessor of the Vet- 
erans Administration, had been or- 
ganized to care for the casualties 
of World War I. An attempt had 
been made in those days to work 
out an arrangement whereby vet- 
erans needing hospitalization would 
be cared for in existing hospitals 
by physicians as part of their reg- 
ular practice. The attempt failed 
when no satisfactory formula for 
reimbursement could be found. 
The wide variety of rates charged 
by individual hospitals, and 4 
similar variety of physicians’ fees, 
led to a belief in Washington that 
veterans should have their own 
hospital system. 
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Congress authorized construc- 
tion of a chain of veterans’ hospi- 
tals. These facilities sprang up all 
over the country, for the most part 
in response to political pressures. 
In theory, they were for veterans 
with service disabilities. In prac- 
tice they came to serve all vet- 
erans who would declare them- 
selves unable to pay. 

As World War II came to an 
end, this pattern was perpetuated. 
With 20,000,000 men and women 
eligible for care, it became evident 
that Veterans Administration hos- 
pitals offering free service even- 
tually would damage if not destroy 
the entire structure of voluntary 
hospitals. By 1948, Congress had 
authorized construction of veter- 
ans’ facilities to a total of approxi- 
mately 151,000 beds to be com- 
pleted by 1951. 

More than a year earlier, the 
Association had proposed to the 
government that the whole veter- 
ans’ hospital program be reviewed. 
It had been proposed that no fur- 
ther construction be authorized 
and that action be initiated in Con- 
gress to set the veterans’ program 
into a carefully planned nation- 
wide network of hospital service 
without duplication of facilities. 
Whether this could be accom- 
plished was a question still to be 
answered as the Association ended 
its first half century. 

3. In the days of Gray Ladies 
and cadet nurses, it had been fond- 
ly supposed that demobilization 
would end the shortage of nurses. 
The immediate problem had been 
to find enough pairs of hands and 
feet to augment professional nurs- 
ing service. New assignments for 
volunteers were invented. A wide 
assortment of paid nurses’ aides 
came into existence. 

When the war ended, the short- 








age of professional nurses con- 
tinued. This created a momentary 
mystery. Some thought that nurses 
coming out of service were taking 
a long rest. Some thought they 
were going into industry as nurses 
or otherwise. Some thought mar- 
riage. was claiming a great num- 
ber. Eventually the real explana- 
tion came out in statistics: There 


‘was a permanent demand for more 


nursing service than ever before. 
The year 1948 found a peak num- 
ber of nurses on duty, and still 
there were not enough. 


Problem Source 


This seemingly permanent short- 
age of nurses was not only a prob- 
lem in itself, but it aggravated 
other problems: 

|. It made evident the need for 
qualified nurses’ aides. At that 
time there was no_ recognized 
standard for assigning duties. 
There was no standard for ade- 
quate training. The designation 
‘nurses’ aide” covered everyone 
from a super chambermaid with 
two weeks of on-the-job training 
to women who had spent two years 
in preparation and were ready to 
take over many routine duties of 
the professional nurse. 

2. During a time of inflation, 
nurses generally were dissatisfied 
with the tradition of service which 
called for long hours and compara- 
tively low pay. Out of this came 
the American Nurses’ Association 
program of economic _ security 
based on collective bargaining. 
Most administrators and govern- 
ing boards recognized the need for 


‘ improving the nurses’ lot but found 


their hospitals in a poor position 
to grant all the benefits demanded. 
Shorter work weeks called for 
more nurses, who could not be 
found. Higher and higher pay 








schedules called for more revenue 
at a time when repeated increases 
in rates for patient care had failed 
to erase operating deficits. 

3. For many years nursing or- 
ganizations had been interested in 
raising the educational and profes- 
sional standards of their members. 
Leaders were anxious that this 
process of elevation be a part of the 
nurses’ postwar readjustment. 

In 1948 the big questions were: 
Would nurses elevate themselves 
out of bedside nursing? Was it good 
or bad to open the way for a new 
army of nurses’ aides? Could pro- 
fessional prestige be maintained in 
an atmosphere of collective bar- 
gaining? 

Among other things that circum- 
stances crowded into the decade of 
great uncertainty was a necessary 
change in the hospital’s attitude 
toward the care of indigent pa- 
tients. Tradition had it that hospi- 
tals extend charity to the indigent, 
that government and public wel- 
fare agencies represent only the 
indigent and that hospitals extend 
charity rates to government and 
public welfare patients. 

Back in depression days, hospi- 
tals could afford to care for many 
such patients at less than cost. 
While they were not happy about 
this arrangement, they naturally 
found it better to have the beds 
occupied by patients whose way 
was paid partially than to have the 
beds empty. 

Government and welfare agen- 
cies also were affected by the de- 
pression and were anxious to hos- 
pitalize as many patients as possible 
with their limited funds. The result 
was inevitable. Hospitals found 
themselves bidding against each 
other for the privilege of losing 
more and more money on their 
service to these patients. 
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FIVE PRESIDENTS who held office during the Association's first 
25 years still are living. They are (left) Dr. F. A. Washburn, 1913; 





Dr. Winford H. Smith, 1916; Dr. Joseph B. Howland, 1920; Dr. 
George O'Hanlon, 1922, and Dr. Malcolm T. MacEachern, 1924. 
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In 1938, a joint committee of the 
Association and the American Pub- 
lic Welfare Association reviewed 
and reported this situation. Soon 
thereafter the economic upturn and 
the spread of Blue Cross coverage 
began to fill more hospital beds 
with patients who could pay their 
own way. Then came war; empty 
beds no longer were a problem. 

Along with the war came a pro- 
gram of the Department of Labor’s 
Children’s Bureau. This was the 
Emergency Maternity and Infant 
Care program, in which obstetrical 
service without cost was extended 
to wives of service men in the four 
lowest pay grades. 

The Children’s Bureau was anx- 
ious to deal with hospitals every- 
where and to work with some kind 
of uniform rate schedule. So it was 
in 1942 that the EMIC formula was 
developed. Based on the Associa- 
tion’s accounting procedure, the 
formula’s purpose was to pay each 
hospital its exact cost in caring for 
these obstetrical patients. 

Because of failing traditions and 
customs, the EMIC formula was 
not universally satisfactory, but it 
represented a historic beginning. 
It tended to recognize a hospital’s 
right to receive costs for patients 
being cared for under a contract 
with government agencies. 

Along the way, other federal 
agencies wishing to use voluntary 
hospital facilities accepted the the- 
ory of justifiable cost. These were 
the Veterans’ Administration and 
ihe Office of Vocational Rehabili- 
tation, In 1947, the Association and 
those federal agencies worked out 
a revision of the EMIC formula in 
such a way as to meet the old 
objections. When approved all 
around, this became known as the 
government reimbursable cost for- 
mula, and the hospital’s right to 
receive cost for such service be- 
came established. 

Meanwhile, state and local gov- 
ernment agencies were finding it 
hard to abandon the old tradition. 
When operating deficits reached 
alarming proportions in 1946 and 
1947, hospitals in most communi- 
ties recognized the necessity of in- 
creasing their revenue from all 
government patients. As the first 
half century neared its close, efforts 
were being made to establish the 
government reimbursable cost for- 
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Some Significant Events 


1899 
Eight men, meeting at Cleveland, 
September 12-13, organized the As- 
sociation of Hospital Superintendents. 
First course for nurse superintend- 
ents conducted at Columbia Univer- 
sity. 
1901 ° 
Blood grouping discovered by 
Landsteiner. 
Army Nurse Corps created. 
American Medical Association re- 
organized and its Council on Medical 
Education and Hospitals formed. 


1902 

Hospital association committee ap- 
pointed to study a system of uniform 
accounting for the United States and 
Canada. 

1903 

Association published Transactions 
of the 1902 convention. 

Wright Brothers completed their 
first successful plane flight from Kitty 
Hawk, N. C. 

Association constitution amended to 
provide for three vice presidents in- 
stead of one. 

1904 

Association constitution amended to 
allow for active and honorary per- 
sonal membership. 

National Tuberculosis Association 
founded at New York City. 


1906 

Goldwater committee appointed to 
consider development of Association 
work. 

Serum diagnosis for tuberculosis in- 
troduced. 

1907 

Association of Hospital Superin- 
tendents renamed the American Hos- 
pital Association of the United States 
and Canada. 

Use of toxin-antitoxin in diphtheria 
suggested by Theobald Smith. 

Trustees admitted to Association 
membership. 

Associate personal membership in 
the Association authorized. 

Association study recommended 
three grades of hospital nursing em- 
ployees. 

1910 

University training in hospital ad- 
ministration recommended in an As- 
socation study. 

1913 

Twilight sleep in obstetrics intro- 
duced. 

Association constitution amended to 
admit heads of medical staffs, heads 
of hospital departments and superin- 
tendents of nurses to membership. 

American College of Surgeons or- 
ganized. 


1915 
Catholic Hospital Association 
formed. 
1916 


First city hospital council formed 
at Cleveland. 


Association constitution amenced to 
set up a five-member Board of Trus- 
tees. 

Antitoxin for gas gangrene intro- 
duced by Bull. 

First departmental section meetings 
scheduled at the Association’s Phila- 
delphia convention. 

First medical specialty board (oph- 
thalmalogy) organized. 

Federal eight-hour working day law 
passed. 

1917 

War declared on Germany by the 
United States in April. 

Vitamin D extracted and formu- 
lated from cod liver oil. 

Association’s War Service Commit- 
tee formed. 

First “Standard Curriculum” for 
nurses published. 


1918 

Youngstown Hospital Association 
accepted as the Association’s first in- 
stitutional member. 

Armistice for World War I effective 
on November 11. 

Association personal membership 
dues raised and institutional member- 
ship authorized. 


1919 

Dr. A. R. Warner appointed first 
Association executive secretary. 

Association Board of Trustees met 
for the first time. 

Hospital approval program used by 
the College of Surgeons for the first 
time. 

First Daily Bulletin published at the 
Association’s Cincinnati convention. 


1920 

Permanent. Association headquar- 
ters established at 22 East Ontario 
Street, Chicago, in October. 

Ohio Hospital Association accepted 
as the Association’s first affiliated 
state group. 

Hospital Library and Reference Bu- 
reau established at Association head- 
quarters in October. 


1921 
Association incorporated in_ the 
State of Illinois. 
U. S. Veterans Bureau created at 
Washington. 
. 1922 
Accounting manual published by 
the Association. 


1924 
American Protestant Hospital As- 
sociation formed. 
B.C.G. used to vaccinate children 
against tuberculosis. , 
Sponsorship of National Hospital 
Day, May 12, assumed by the Assocta- 
tion. 
1926 
In June the Association moved into 
its own building at 18 E, Division 
Street, Chicago. , 
Insulin treatment for diabetes I- 
troduced. 
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1927 

Official insignia of the American 
Hospital Association adopted. 

International Hospital Association 
organized. 

The Quarterly Bulletin, containing 
official reports and news of Associa- 
tion activities, published. 


1929 


Association assumed complete con- 
trol of the Hospital Library and Ref- 
erence Bureau in July. 

Stock market crashed in October. 


1933 

Principle of prepaid hospital insur- 
ance approved by the Association’s 
Board of Trustees. 

Hitler became chancellor of Ger- 
many. 

American College of Hospital Ad- 
ministrators organized. 


1934 


Association Committee on Member- 
ship Structure appointed to study 
problems of expansion. 

First university course in hospital 
administration offered at the Univer- 
sity of Chicago. 

Adequate health care for everyone 
suggested in the final report of the 
Association’s Committee on the Costs 
of Medical Care, made at the Phila- 
delphia convention. 


1936 


Hospitats published in January as 
the official journal of the American 
Hospital Association. 

Hospital Service Plan Commission 
approved at the Association’s Cleve- 
land convention. 

Sulfanilamide used successful for 
the first time in the United States at 
Johns Hopkins Hospital. 


1938 

New constitution and _ by-laws 
adopted by the Association during 
the annual convention at Dallas. 

A House of Delegates, with power 
to vote on official Association busi- 
rong created under the new constitu- 
ion. 

New classes of institutional and per- 
sonal Association membership set up 
and dues increased. 

Six Association councils and the 
Committee on Coordination of Ac- 
tiwities provided for in the new con- 
stitution. 

First Wagner bill for compulsory 
health insurance introduced in Con- 
gress. 

Board of Trustee membership in- 
creased from five to 13 and rotating 
terms of Board membership set up. 

1939 

The Association’s first annual 
Award of Merit presented to Dr. Mal- 
colm T, MacEachern during the con- 
vention at Toronto. 

1940 


Asa S. Bacon Library formall 
dedicated in February. x 
Nuing Council for National De- 









fense organized to help in allocation 
of nurses for emergency. 
1941 

Penicillin used successfully in treat- 
ments. 

Inter-American Hospital Associa- 
tion organized. 

Pearl Harbor attacked by the Jap- 
anese in December. 


1942 

Establishment of the Association’s 
Wartime Service Bureau authorized 
during the annual convention at St. 
Louis. 

Withholding system of income tax 
deduction started. : 

First Association fulltime paid 
council secretary appointed. 


1943 


Emergency Infant and Maternity 
Care program put into effect in July. 

At the Buffalo convention in Sep- 
tember, a dues increase of almost 300 
per cent was approved and an ex- 
panded program adopted by the As- 
sociation. 

A four-point program leading to 
adequate health adopted at the As- 
sociation’s Buffalo meeting. 

Cadet Nurse Corps created by the 
Bolton Act. 

Association’s institute program in- 
augurated, 

1945 

Publication of the first edition of 
the American Hospital Directory. 

First atomic bomb released over 
Nagasaki in August. 

Architects Approval Program in- 
augurated by the Association. 


1946 


Hill-Burton Act for hospital survey 
and construction signed by the Presi- 
dent in August. 

Commission on Hospital Care re- 
port published in September. 

Streptomycin used for the first time. 

The Association’s Joint Commission 
on Education established for a two- 
year study of university training in 
hospital administration. 


1947 


TRUSTEE, the Association’s journal 
for hospital governing boards, pub- 
lished in September. 

The Taft-Hartley labor law, with a 
clause removing hospitals from the 
jurisdiction of the National Labor Re- 
lations Board, passed by Congress. 

First meeting of the International 
Hospital Federation at Geneva. 

Surgical operations televised suc- 
cessfully for the first time at the Sep- 
tember clinical congress of the Ameri- 
can College of Surgeons. 

Taft National Health Bill intro- 
duced into Congress. 

First state law for licensing admin- 
istrators passed in Minnesota July 1. 


1948 


Association Board of Trustees ap- 
proved a national public relations 
program to begin January 1, 1949. 
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mula as the basis on which all indi- 
gent patients under contract would 
be accepted. 

4. Finally, there was the farthest 
reaching problem of all. Like some 
of the others, its roots reached back 
into an earlier decade. 

In 1934 the Committee on the 
Costs of Medical Care completed its 
report after a five-year study. In 
general, it concluded that existing 
custom and practice deprived too 
many citizens of the medical care 
they needed. 

This was at a time when reform 
was in the air. It was the day of 
legislative rights—for organized 
labor, for the unemployed, for the 
aged and dependent. The merits 
and demerits of what was com- 
monly called socialized medicine 
had been evaded for many years, 
but it was not until the day of 
reform that any great number of 
people looked on adequate medical 
care as a right. 

So it was that in 1938 Sen. Rob- 
ert F. Wagner of New York spon- 
sored a bill which called for com- 
pulsory health insurance. It called 
for taxation of all employed per- 
sons to finance a program of med- 
ical and hospital care which would 
be as plentiful and as free as public 
education. 

Between then and 1948 a pro- 
posal aimed at this same purpose 
was before Congress continually, 
and it came to be known as the 
Wagner-Murray-Dingell Bill. Until 
1943, the American people had no 
alternative to offer. It was that year 
the Association drew up its four- 
point program, which was to serve 
as a rallying point for all who op- 
posed and feared the consequences 
of federal compulsory health in- 
surance. 

In three of the four points, the 
Association suggested: That the 
federal government assume some 
financial responsibility for building 
the new facilities necessary to meet 
the vast expansion in demand for 
hospital services; that the federal 
government assume some financial 
responsibility in making these 
services available to the indigent, 
and that the federal government 
encourage enrollment in prepay- 
ment plans and so make adequate 
care more satisfactorily available 
to those who could pay their own 
way. The fourth point reeommend- 
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ed that social security benefits be 
extended to employees of nonprofit 
institutions. 

Out of this program came the 
Hill-Burton Act in 1946. This hos- 
pital survey and construction law 
partially carried out the first ob- 
jective of the Association’s pro- 
gram. The federal government was 
authorized to match funds with 
state and local governments and 
with nonprofit hospitals to build 





This insistence on building strict- 
ly according to need was historic 
in itself. There was another devel- 
opment in which the Association 
played an active part. As far back 
as 1941, the Board of Trustees ini- 
tiated action toward making a sur- 
vey of existing facilities and the 
need for expansion. From this came 
the Commission on Hospital Care, 
which was to make an independent 
report. 





the most needed facilities. The commission spent two years 













‘Your President Reports” 


September 12, 1899 


WHAT WAS PRESIDENT GRAHAM L. Davis doing that day in 1899 when the 
Association founders met at Cleveland for the first time? In answer to a 
request from HOSPITALS, Mr. Davis said: 

“T was at the time living at Cape Hatteras, where my father was the 
only physician for more than 100 miles in every direction. He took care 
of the medical needs of about 2,000 people scat- 
tered in settlements along the banks from Roa- 
noke Island south to Core Sound. 

“The settlement at Cape Hatteras had about 
500 people, and there were no schools. My mother 
had been a school teacher and she began teaching 
me the three R’s when I was about five years old. 
In the summer of 1900 my father built the first 
schoolhouse on the island in the yard of our home 
and that fall employed the first school teacher, 
Miss Maud Leigh. Her pupils were my brother 
Harry and myself, and six or eight children from 
the neighborhood. 

“During the last day of August 1899, the famous 
August storm hit Cape Hatteras. It was one of 
these West Indies hurricanes that boil up out of 
the Caribbean, and it was the worst in recorded 
history. The wind velocity gauge on the weather 
bureau at Hatteras was carried away when it registered 100 miles an 
hour. Thirty ships were wrecked on the beach and all aboard, some 400 
people, were lost. 

“Our home was on the shore of Pamlico Sound, and the tide came up 
about three feet deep on the first floor during the storm. The hired man 
and my father took my mother away from the house in a road cart. We 
went to higher ground and stayed with a neighbor until the water re- 
ceded. We found debris from the wrecked ships on the beach in our front 
yard when we returned. 

“When a ship was wrecked on the beach at that time, the first person 







































name on it. It had to stay where it was until an agent of the government 
came along to auction it off. The government kept a small percentage 
for this service. 

“Such a sale was called a vendu, which I think is a corruption of the 
French verb vendre, meaning “to sell.’’ One vendu followed the wreck 
of the Priscilla during the August storm. She was loaded with flour and 
lard, and we had lots of this damaged material around our house. Some 
of it we used ourselves and the balance we fed to the animals. 

“We were busy cleaning up the mess in our yard on September 12, 1899.” 























to find anything worth salvaging could claim it simply by putting his. 








on its job and reported in 1946. 
Its recommendations served as tie 
basis for a nationwide construction 
program that would place the right 
facilities in the right places and 
eventually produce a carefully in- 
tegrated system. Although a con- 
siderable amount of preliminary 
work was necessary by mid-1948, 
302 construction projects had been 
approved by the U. S. Public 
Health Service. Representing the 
federal government, the Public 
Health Service assumed the role of 
coordinator for 48 statewide plans. 

Out of the Association’s 1943 
program also came the Taft Na- 
tional Health Service Bill. This had 
been introduced in 1947, and if 
enacted, would have implemented 
the second objective of the pro- 
gram. It also called for a matching 
of federal and local funds. 

Both the Taft and Hill-Burton 
measures were designed to mini- 
mize federal control. Together they 
were expected to make adequate 
hospital and medical care available 
while preserving the _ traditional 
doctor-patient relationship, the 
hospital-community relationship, 
and the individual responsibility of 
those who could pay. 

It was characteristic of the 1940's 
that Congress and the American 
people had before them this clear 
choice for the future: To make ade- 
quate hospital and medical care 
available, would it be necessary to 
accept a vast program of socialized 
medicine, or could this same end 
be achieved without abandoning 
the several freedoms that had been 
established while Americans had 
grown to be the healthiest people in 
the world? As the Association 
reached its fiftieth anniversary, the 
Wagner-Murray-Dingell Bill and 
the Taft National Health Service 
Bill were both before Congress. 

The eight men who gathered at 
Cleveland in 1899 could not have 
foreseen what challenges would be 
met by the Association before the 
end of its first 50 years. But they 
and the men and women who came 
after them faced and solved the 
problems that arose with each new 
decade. As the Association was 
about to enter its second half cen- 
tury, its membership would con- 
tinue to stand ready to meet the 
issues of the 1940’s and whatever 
else might lie ahead. 
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P58 Anniversary Convention (381) atlantis City, September 202317 
To Honorary Membership 


Fifty Examples of the American Spirit of Charity 


S AN APPROPRIATE FEATURE of its 
fiftieth anniversary celebra- 
tion, the Association ‘will give 50 
honorary memberships to men and 
women who have made outstand- 
ing contributions to hospitals in the 
United States and Canada. The 
winners were chosen by contest 
from a group not employed in the 
hospital field. 

Certificates of membership, along 
with a citation, will be presented 
during the Tuesday evening, Sep- 
tember 21, honor night ceremonies. 
Sen. Lister Hill will make the 
awards, and one person will re- 
spond for the group. 

In the honored group are 40 men 
and 11 women. The total is 51 be- 
cause one of the citations is to be 
a joint presentation. The winners: 

C. D. AAKER. For helping to plan, 
establish and support the Trinity 
Hospital, Minot, N. D. Mr. Aaker 
has served on the board of trustees 
of that hospital ever since 1922. 

Harry F. AFFELDER. For long 
service as president of the Welfare 
Federation of Cleveland and as a 
member of the trustee boards of 
the Cleveland Hospital Council, the 
Cleveland Hospital Service Associ- 
ation and the Mount Sinai Hospital. 

ALBERT EDWARD ANDERSON. For 
his fund raising effort for the Chil- 
dren’s Hospital of Cincinnati and 
for his leadership of a committee 
which fought to provide more ade- 
quate care for the mentally ill in 
Ohio. 

Catvin R. ARMSTRONG. For 25 
years of trustee board service and 
for countless financial g.ants to the 
Lock Haven (Pa.) Hospital. Mr. 
Armstrong was largely responsible 
for re-establishing a nurses’ train- 
ing school in that hospital. 

ARTHUR D. BALDWIN. For many 
years of service as a trustee and 
President of the boards of the Ba- 


eu 


Besides honoring these 51 individuals, 
he \ssociation will award honorary 
Plaques to nine foundations that have made 
outstanding contributions to the hospital 
Ae fields. (See Hospirats, August, 
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bies’ and Children’s Hospital and 
the Maternity Hospital of Cleve- 
land. Mr. Baldwin led the fund- 
raising campaigns for these two 
hospitals. 

GeorcE A. BALL. For his financial 
contributions and the administra- 
tive help he rendered the Ball Me- 
morial Hospital, Muncie, Ind., and 
the Indiana University Medical 
Center, Indianapolis. One of the 
founders and incorporators of the 
Ball Memorial Hospital Associa- 
tion, Mr. Ball gave many years of 
work to that hospital, part of the 
time as president of its board. 

MADAME LOUIS DE GASPE BEAU- 
BIEN. For long service to the Ho- 
pital Sainte-Justine pour les En- 
fants, Montreal, as a founder, as 
president of the board of trustees 
and as the administrator. Madame 
Beaubien introduced into her hos- 
pital many techniques that have 
advanced the science of pediatrics. 

GEORGE K. BELDEN. For 40 years 
of service on the board of directors 
of the Asbury ‘Hospital, Minneapo- 
lis. The Shriner’s Hospital and the 
Maternity Hospital of that city also 
have benefited from his organiza- 
tional abilities. 

D. SPENCER BERGER. For his 25 
years of guidance to the new 
Haven Hospital and his leadership 
in a successful fund-raising drive 
for a new hospital building. Mr. 
Berger was one of the men who 
personally underwrote Connecticut 
Hospital Service, Inc. 

HENRY PATTERSON BLAIR. For 
many years of service on the trus- 
tee boards of the Columbia Hospi- 
tal and the Episcopal Eye and Ear 
Hospital in Washington, D. C. He 
has testified frequently before con- 
gressional committees for adequate 
reimbursement for indigent care 
and for aid to hospital construction. 

JOHN Woop BLODGETT. For plan- 
ning, building and equipping the 
Blodgett Memorial Hospital, Grand 
Rapids, Mich., and for seeing this 
institution through the financial 


distress of the 30’s. Mr. Blodgett 
has given 60 years of service to 
welfare projects in his locality. 

Mrs. CHESTER C. BOLTON. For 
long service in the hospital and 
nursing fields. Mrs. Bolton is a 
trustee of the Lakeside Hospital, 
Cleveland, and of the Cleveland 
Visiting Nursing Association. Dur- 
ing World War I she helped pro- 
mote the Army School of Nursing. 
As a member of Congress in World 
War II, she helped establish the 
Cadet Nurse Corps. 

CHAUNCEY B. BORLAND. For his 
financial support and 42 years of 
continuous service as a trustee of 
St. Luke’s Hospital, Chicago. Mr. 
Borland gave that hospital a fel- 
lowship fund and its original radi- 
um fund for treatment of the poor. 

CHARLES A. CANNON. For 13 years 
of leadership and financial support 
given to the Cabarrus County Hos- 
pital, Concord, N. C. During the 
period Mr. Cannon served as chair- 
man of the hospital’s board of trus- 
tees he was instrumental in reduc- 
ing the county’s infant mortality. 

Roy J. CoverT. For his part in 
establishing and supporting the 
Billings (Mont.) Deaconess Hospi- 
tal. Mr. Covert’s contribution spans 
31 years—as a leading fund raiser, 
as a member of the board of the 
Hospital Service Association of 
Montana and as a chairman of the 
group controlling the Montana 
Blue Cross Plan. 

HuGH Roy CULLEN and Mrs. 
HuGH Roy CULLEN. For their con- 
tributions to five Houston, Tex., 
hospitals and to the Baylor Univer- 
sity College of Medicine. Mr. and 
Mrs. Cullen also have endowed 
heavily the Cullen Foundation, 
dedicated to the furtherance of 
education and the medical sciences 
in the state of Texas. 

CHARLES I. DENECHAUD SR. For 
his World War I services in estab- 
lishing rest centers overseas, for 
relief work in the Mississippi River 
floods, and for help given to the 
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expansion programs of the Hotel 
Dieu, the Lakeshore Hospital and 
the Charity Hospital of Louisiana, 
all of New Orleans. 

WILLIAM H. Donner. For his 
generous financial support of can- 
cer clinics and cancer research. Mr. 
Donner’s contributions led to the 
establishment in 1932 of the Inter- 
national Cancer Research Founda- 
tion. The University of Pennsyl- 
vania hospital and many others 
have benefited from his contribu- 
tions. 

CHARLES E. FENNER. For 24 years 
of help and guidance to the Eye, 
Ear, Nose and Throat Hospital of 
New Orleans. During the war man- 
power shortage, when the hospital 
was confronted with the difficult 
problem of finding a new superin- 
tendent, Mr. Fenner stepped in and 
took executive responsibilities. 

EDMUND FITZGERALD. For his part 
in developing a high standard of 
medical practice in the hospitals of 
Milwaukee. Mr. Fitzgerald’s or- 
ganizational competence helped 
develop a long-term program for 
the establishment of a medical cen- 
ter in that city. He served many 
years on the board of Columbia 
Hospital, 13 of them as president. 

HARRY HARKNESS FLAGLER. For 
25 years of continuous support, 
both financial and in terms of serv- 
ice, to the Vassar Brothers Hospi- 
tal, Poughkeepsie, N. Y. As a mem- 
ber of the board of trustees, Mr. 
Flagler gave his organizational 
talents to a program of hospital 
expansion, now almost completed. 

LEON HARRIS FRENCH. For the 
help he gave the Waterbury 
(Conn.) Hospital in its emergency 
and for his unqualified support and 
leadership of the Connecticut Hos- 
pital Association and the Blue 
Cross Plan. 

JUDGE J. MILTON GEORGE. For his 
part in improving the hospital care 
in Western Canada. Judge George 
helped establish the Deloraine 
Hospital in Manitoba and served 
for many years on its hospital 
board. He also gave his leadership 
and judgment to the Free Masons’ 
Hospital in Morden and served as 
chairman of the Manitoba Hospital 
Commission. 

MAURICE GOLDBLATT. For his 
large personal gifts and leadership 
of a fund-raising drive for the can- 
cer hospital of the University of 
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Chicago. Mr. Goldblatt has served 
as president of the University of 
Chicago Cancer Research Founda- 
tion and on the boards of the Amer- 
ican Cancer Association and the 
American Heart Association. 

Mrs. ALEXANDER G. GRANT. For 
27 years of service to the New 
England Deaconess Hospital, Bos- 
ton—as a trustee, as a leader of 
the women’s auxiliary and, during 
the war, as a Red Cross Nurses’ 
Aide. Mrs. Grant made the wom- 
en’s auxiliary a strong financial 
supporter of the hospital. 

Mrs. EpwArD S. HARKNESS. For 
her contributions as a trustee and 
for generous financial support of 
the Presbyterian Hospital, Hart- 
ford, Conn. Among Mrs. Harkness’ 
gifts to that hospital are a con- 
valescent home, a residence for 
hospital employees and a chapel. 

ERNEST ISELIN. For many years 
of trusteeship and service to the 
St. Barnabas Hospital, the New 
York Society for the Relief of the 
Ruptured and Crippled, the New 
York Foundling Hospital and St. 
Vincent’s Hospital. 

Miss Mary E. JENKINS. For 39 
years of service and financial guid- 
ance to the Syracuse (N. Y.) Me- 
morial Hospital. Miss Jenkins now 
is serving as the first lay member 
of the Board of New York State 
League of Nursing Education. 

GENERAL ROBERT W. JOHNSON. 
For his service as an officer and 
trustee of the Middlesex General 
Hospital, New Brunswick, N. J., 
and for the generous financial sup- 
port he gave that hospital. Through 
his grants to the Johnson and 
Johnson Research Foundation, he 
has contributed materially to the 
development of the university pro- 
gram for hospital administration. 

ARTHUR LAWRENCE JONES. For 
his 22 years of service and support 
to the Three Rivers (Mich.) Hos- 
pital. Mr. Jones has given constant 
support to the Michigan Hospital 
Service and helped promote the 
growth of Blue Cross. 

CHARLES F. KETTERING. For long 
service on the board of the Miami 
Valley Hospital, Dayton, Ohio, and 
for his contribution to cancer re- 
search through the Kettering- 
Sloan Foundation. Mr. Kettering 
also has played an important part 
in the development of fever ther- 
apy equipment. 


JUSTIN ForD KIMBALL. For thie 
original conception of hospital pre- 
payment plans which now free 30 
million people from worry over 
hospital costs. As superintendent of 
the Dallas schools and then as vice- 
president of Baylor University. 
Doctor Kimball developed a hospi- 
tal prepayment plan for teachers 
which grew into the Blue Cross 
Commission. 

JAMES (KAY) KYSER. For the 
time, talent and resources he de- 
voted to the Good Health Associa- 
tion of North Carolina. Largely 
through Mr. Kyser’s efforts, the 
motto, “North Carolina’s Number 
One Need—Good Health,” became 
known throughout the nation. 

Roy E. LARSEN. For his services 
since 1942 as president of the Unit- 
ed Hospital Fund and for his 
leadership in fund-raising drives 
to extend the services of New 
York’s voluntary hospitals. 

Roy McDONALD. For his personal 
gifts, fund-raising help and busi- 
ness leadership to the Baroness 
Erlanger Hospital and T. C. Thomp- 
son Children’s Hospital, both of 
Chattanooga. Mr. McDonald has 
been chairman of the board for 
both hospitals. 

JoHun D. McGuvray. For his 
leadership in building 16 Shriners’ 
Hospitals for Crippled Children. 
For 25 years Mr. McGilvray has 
been chairman of the board of gov- 
ernors of the San Francisco unit. 
One of his promotions, the annual 
East-West football game, helps to 
finance that hospital. 

Mrs. EDWARD CARRINGTON MAR- 
SHALL. For years of service to the 
Good Samaritan Hospital for Ne- 
groes, the Saint Peter’s Hospital 
and the Charlotte Memorial Hos- 
pital, all of Charlotte, N. C. Mrs. 
Marshall in her 12 years as chair- 
man of the board of the Good Sam- 
aritan Hospital for Negroes did 
much to improve the care given 
30,000 Negroes in the area. 

HENRY LEE MASON JR. For gen- 
erous support of the Allegheny 
General Hospital, Pittsburgh, Pa., 
and for help given numberless pa- 
tients of that city who were un- 
able to pay their hospital bills. Mr. 
Mason is a director of this hospital 
and one of the founders of the 
Hospital Service Association of 
Pittsburgh. 

HENRY L. MOsEs. For many yeals 
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of service on the board of the 
Montefiore Hospital, New York 
City, 12 of them as president. Mr. 
Moses has been instrumental in 
raising great sums of money for 
charitable enterprises in that city. 

Mrs. H. A. W. Myrin. For large 
financial contributions to many 
hospitals and for many years of 
effort to improve the health of the 
people of this country and others. 
Mrs. Myrin has been in relief work 
since World War I and is now an 
active trustee of the Phoenixville 
(Pa.) Hospital. 

HENRY HARDIN NEWMAN. For his 
ambitious plan to harness sports to 
health. Through his newspaper, 
Mr. Newman _ sponsored annual 
sports events which earned hun- 
dreds of thousands of dollars for 
the Crippled Children’s Clinic of 
Birmingham and other health or- 
ganizations. 

GEORGE D. OLDS. For leadership 
in the fund raising efforts that 
made possible the growth and de- 
velopment of the Uplands Hospital 
and Health Center, Pleasant Hill, 
Tenn. Mr. Olds, as a member of 
that hospital’s board of directors, 
helped it to become a rural health 
center. 

Mrs. CHARLES SHIPMAN PAYSON. 
For service aS a governor and a 
volunteer of the New York Hospi- 
tal, a director of the United Hospi- 
tal Fund and chairman of the Helen 
Hay Whitney Trust, whose prin- 
ciple energies are devoted to the 
fight against rheumatic fever. 

FRANK CHAMBLESS RAND. For his 
financial support and leadership to 
hospitals in and around St. Louis. 
Mr. Rand’s longest term of service 
was given to the Barnes Hospital, 
where he was a trustee and chair- 
man of the board. His contribution 
made possible the addition of the 
Rand Johnson Memorial Building 
to that hospital. 

STANLEY B. Resor. For over 25 
years of service to hospitals, as a 
trustee of the United Hospital 
Fund, as chairman of the board of 
the St. John’s Hospital, Jackson 
Hole, Wyo., and as a fourder and 
continuous director of the Associ- 
ated Hospital Service, New York’s 
Blue Cross Plan and the United 
Hospital Service. 

ARTHUR GRINNELL RoTCH. For 
inspiring the development of the 
New England Medical Center in 
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Boston in 1929 and for long years 
of service as president and trustee 
of several Boston hospitals. Mr. 
Rotch is an executive in the Ameri- 
can National Red Cross. 

Mrs. MARGARET RHYNAS. For her 
contribution to the development of 
women’s hospital auxiliaries in On- 
tario. Mrs. Rhynas has served for 
17 years as president of the Associ- 
ation of Woman’s Aids in Ontario. 
During her tenure the group be- 
came large and active. 

ANDREW B. SUTHERLAND. For 
over 30 years of service and leader- 
ship to the Lawrence (Mass.) Gen- 
eral Hospital. During this term Mr. 
Sutherland served in every lay ca- 
pacity, as an advisor to the fund- 
raising agency, as a _ consultant 


working with architects and, since 
1941, as president of the board. 
Davip M. WaTCHMAKER. For 
great service rendered the Beth 
Israel Hospital in Boston. When 
Mr. Watchmaker became president 


of the board in 1944, the hospital 


was deeply in debt. During his 
year of service the hospital’s total 
indebtedness was paid off and the 
endowment had been increased. 

THOMAS R. WHITE. For service to 
the people of Rochester and New 
York State. Mr. White has been 
president of the board of directors 
of Rochester General Hospital, a 
member of the Rochester Hospital 
Council and president of the Coun- 
cil of Rochester Regional Hospi- 
tals. 





NOMINATED FOR THE 


a 


Award of Merit 


AMES A. HAMILTON, Association 
president in 1943, has been 
selected by the Board of Trustees 
to receive the Association’s tenth 
annual Award of Merit. The selec- 
tion was made on the basis of Mr. 
Hamilton’s outstanding contribu- 
tion to the advancement of the As- 
sociation and of hospitals every- 
where during his year as president. 
His Association activities have 
included membership on the Coun- 
cil on Administrative Practice, 
chairmanship of the Committee on 
Personnel, and service on the mem- 
bership structure and association 
relations committees. 

Mr. Hamilton entered the hos- 
pital field in 1926 when he became 
superintendent of Mary Hitchcock 
Memorial Hospital, Hanover, N. H. 


Merrill Chase photo 
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After 10 years there he went to 
Cleveland as superintendent of 
City Hospital, and in 1938 became 
director of the Grace-New Haven 
(Conn.) Community Hospital. 
While’ at New Haven he served as 
professor in hospital administra- 
tion at Yale University. In 1940 he 
received an honorary degree from 
that school. 

In 1945 Mr. Hamilton left Grace- 
New Haven Hospital to enter hos- 
pital consultant work. The follow- 
ing year he was named director of 
the course in hospital administra- 
tion at the University of Minnesota. 

A graduate of Dartmouth Col- 
lege and of the Amos Tuck School 
of Business Administration, Mr. 
Hamilton is a fellow in the Ameri- 
can College of Hospital Adminis- 
trators and an active life member 
of the Association. 

Mr. Hamilton’s name was sub- 
mitted to the Board by: Dr. Herbert 
A. Black, chairman of the Commit- 
tee on Award of Merit. Members of 
the committee are Frank J. Walter, 
Grace T. Crafts, Dr. Donald C. 
Smelzer and Fred M. Walker. This 
group also is the 1948 Committee 
on Nomination of Officers. 

The Award of Merit will be pre- 
sented to Mr. Hamilton during the 
Tuesday evening honor night pro- 
gram, September 21 at Atlantic 
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The Program—Day by Day 





MONDAY 











Formal Opening of Exhibits 


Atlantic City Convention Hall 
Monday, September 20, 9:30 a.m. 


Presentation of the colors by a color 
guard from the U. S. S. Consola- 
tion. 

Official Opening—Graham L. Dav- 
is, Battle Creek, Mich.; president 
American Hospital Association; 
director, Division of Hospitals, 
W. K. Kellogg Foundation. 

Remarks—E. Jack Barns, Chicago; 
president, Hospital Industries’ 
Association; Wilson Rubber 
Company. 


General Session 


Ballroom—Convention Hall 
Monday, 2:15-4:15 p.m. 
Presiding: Graham L. Davis, 

Battle Creek, Mich. 

The Responsibility of American In- 
dustry to Health—Frank Cham- 
bless Rand, St. Louis; chairman 
of the board, International Shoe 
Company. 

Research as a Fundamental to Fur- 
ther Progress in Hospital Care— 
Carl W. Walter, M.D., Boston; 
assistant professor of surgery, 
Harvard University; senior asso-- 
ciate in surgery, Peter Bent 
Brigham Hospital. 


Harris-Ewing photo 
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Informal Reception 
and Supper 


Traymore Hotel 


Monday, 5:30 p.m. 
New Jersey Night 
Reception, Fountain Room, 5:30 


P.M.; Supper, American Room, 
6 P.M. 





TUESDAY 











Joint Meeting of the House 
of Delegates and Assembly 
Grand Ballroom—Convention 
Auditorium 


Tuesday, September 21, 9:30 a.m.-12 noon 


WHAT ARE THE STEPS THAT HAVE 
BEEN TAKEN TO CONTROL UNNEC- 
ESSARY SURGERY IN THE HOSPITAL? 


Presiding: Graham L. Davis, 
Battle Creek, Mich. 


Discussion leaders: Robin C. Buer- 
ki, M.D., Philadelphia; vice pres- 
ident in charge of medical affairs, 
University of Pennsylvania. Jo- 
seph G. Norby, Milwaukee; pres- 
ident-elect, American Hospital 
Association; superintendent, Co- 
lumbia Hospital. 





Mr. Fuller 


Statement of the Problem—An- 
thony J. J. Rourke, M.D., San 
Francisco, physician  superin- 
tendent, Stanford University 
Hospitals. 


The Board of Trustees Has Final 
Responsibility —Harvey Agnew, 
M.D., Toronto, Ont.; executive 
secretary, Canadian Hospital 
Council. 


Experiences with the Problem— 
Guy J. Clark, Cleveland; execu- 
tive secretary, Cleveland Hospi- 
tal Council. Dorothy Pellenz, 
Syracuse, N.Y.; superintendent, 
Crouse-Irving Hospital. L. V. 
Ragsdale, M.D., Grand Rapids, 
Mich.; superintendent, Butter- 
worth Hospital. 

Open Discussion. 

Summary—E. L. Harmon, M.D., 
Grasslands, N. Y.; director, Val- 
halla Hospital. 

Conclusion—Discussion leaders. 


THE RELATIONSHIP OF SPECIALTY 
FEES TO HOSPITAL FINANCES. 


Discussion leaders: Robin C. Buer- 
ki, M.D., Philadelphia. Joseph G. 
Norby, Milwaukee. 

Statement of the Problem—John 
H. Hayes, New York City; super- 
intendent, Lenox Hill Hospital. 

The Patient’s Interest in the Prob- 
lem—F. Stanley Howe, Orange, 
N. J.; director, Orange Memorial 
Hospital. 

The Physician’s Interest in the 
Problem—J. A. Katzive, M.D., 


Mr. Rand 
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San Francisco; director, Mount 
Zion Hospital. 

The Hospital’s Interest in the Prob- 
lem—A. C. Bachmeyer, M.D., 
Chicago; director, University of 
Chicago Clinics. 

Open Discussion. 

Summary—D. A. Endres, Youngs- 
town, Ohio; superintendent, 
Youngstown Hospital. 

Conclusion—Discussion leaders. 


Federal Hospitals Luncheon 
Rose Room, Traymore Hotel, 
Tuesday, 12 noon 


This meeting is arranged as an 
informal discussion for federal hos- 
pital people. 


General Session 
Ballroom—Convention Hall 
Tuesday, 2:15-4:15 p.m. 


Presiding: G. Harvey Agnew, 

M.D., Toronto, Ont. 

The Contribution of Hospital Care 
to the Welfare of the Individual 
—Walter Deane Fuller, Phila- 
delphia; president, Curtis Pub- 
lishing Company. 

The Cooperation of Educational 
Institutions and Hospitals for 
Better Health—Dr. Frank P. 
Graham, LL.D., Litt.D., Chapel 
Hill, N. C.; president, University 
of North Carolina. 


Honor Night 
Trimble Hall, Hotel Claridge 


Tuesday, 7:30 p.m. 


A formal dinner followed by 
ceremonies honoring life members, 
Award of Merit winners, the 50 
representative men and women 
who have made outstanding con- 
tributions to hospitals and nine 
foundations. 





WEDNESDAY 











Joint Meeting of the House 
of Delegates and Assembly 
Grand Ballroom—Convention 
Auditorium 
Wednesday, September 22, 9:30 a.m.-12 noon 


ARE WE IN DANGER OF BUILDING TOO 
MANY HOSPITAL BEDS? 
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AWARDS to the 50 men and women selected 
as outstanding contributors to hospitals will 
be presented by Sen. Lister Hill of Alabama, 
an honorary personal member.-( Acme photo.) 


Presiding: Graham L. Davis, 

Battle Creek, Mich. 

Discussion leaders: Lawrence R. 
Payne, Dallas; administrator, 
Baylor University Hospital. Basil 
C. MacLean, M.D., Rochester, 
N. Y.; director, Strong Memorial 
Hospital. 

Factors Affecting the Problem — 
Jacque B. Norman, Greenville, 
S. C.; superintendent, Greenville 
General Hospital. 

Change in Average Length of Hos- 
pitalization and Its Effects on 
Bed Utilization—Sister M. Regi- 
nald, Dyer, Ind.; administrator, 
Mount Mercy Sanitarium. 

What Will Be the Effect of Changes 
in Medical Practice? —A. F. 
Branton, M.D., Chattanooga, 
Tenn.; administrator, Baroness 
Erlanger Hospital. 


What Will Be the Future Volume 
of Obstetrical Care in Relation to 
General Hospital Service?—Ron- 
ald D. Yaw, Grand Rapids, Mich. ; 
director, Blodgett Memorial Hos- 
pital. 

Will the Development of Outpa- 
tient Service Reduce the Need 
for Hospital Beds?—John N. 
Hatfield, Philadelphia; adminis- 
trator, Pennsylvania Hospital. 

Open Discussion. 

Summary—Gerald F. Houser, M.D., 
Boston; director, Faulkner Hos- 
pital. 

Conclusion—Discussion leaders. 


SERVICE BENEFITS VERSUS INDEM- 
NITY IN BLUE CROSS PLANS. 
Presiding: Graham L. Davis, 

Battle Creek, Mich. 

Discussion leaders: Lawrence R. 
Payne, Dallas. Donald C. Smel- 
zer, M.D., Philadelphia; manag- 
ing director, Germantown Hos- 
pital and Dispensary. 

Statement of the Problem — E. 
Dwight Barnett, M.D., Detroit; 
director, Harper Hospital. 

To What Degree Are Blue Cross 
Plans now Offering Indemnity 
Contracts?—J. Douglas Colman, 
Baltimore; director, Maryland 
Hospital Service. ‘ 

Is Indemnity the Answer to Bal- 
ancing the Blue Cross Budget?— 
Richard G. West, Salem, Mass.; 
director, Salem Hospital. 

What Is the Patient’s Attitude To- 
ward Indemnity ?—Paul R. Haw- 
ley, M.D., Chicago; chief execu- 
tive officer, Blue Cross and Blue 
Shield Commissions. 





Four meetings of the 
Committee on Nomination 
of Officers have been sched- 
uled for convention week. 
Dates and times are: Satur- 
day, September 18, 3 P.M.; 
Sunday, September 19, 9 
A.M.; Monday, September 
20, 10 a.m.; Tuesday, Sep- 
tember 21, 4 p.m. All meet- 
ings will be at the Club- 
room, Traymore Hotel. 

The following officers are 
to be nominated: A presi- 
dent-elect, first, second and 
third vice presidents, a 
treasurer and three mem- 
bers of the Board. 





Nominating Committee Meeting Schedule 


Association members are 
invited to submit names for 
consideration by the com- 
mittee. Any suggestions or 
requests for hearings should 
be sent to Dr. Herbert A. 
Black, committee chairman. 
Members of the committee 
include Frank J. Walter, 
Grace T. Crafts, Dr. Donald 
C. Smelzer and Fred M. 
Walker. 


The committee’s recom- 
mended slate of officers will 
be presented to the House 
of Delegates at the Wednes- 
day evening meeting at the 
Traymore Hotel. 
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Should Service Benefits Be Limited 
to Balance the Blue Cross Budg- 
et?—Rev. George Lewis Smith, 
Aiken, S. C.; director, Catholic 
Hospitals, Diocese of Charleston. 

Open Discussion. 

Summary—Florence King, St. 
Louis; administrator, Jewish 
Hospital. 

Conclusion—Discussion leaders. 


General Session 
Ballroom—Convention Hall 
Wednesday, 2:45-4:15 p.m. 


Presiding: John H. Hayes, New 

York City. 

World Health and Hospitals — 
Thomas Parran, M.D., Washing- 
ton, D. C.; medical director, U. S. 
Public Health Service. 

Financing Hospital Care—Lewis L. 
Strauss, Washington, D. C.; mem- 
ber, U. S. Atomic Energy Com- 
mission. 


Reception and Tea for Nuns 


St. Dennis Room, Dennis Hotel 
Wednesday, 4:30-6 p.m. 


Meeting of House of 
Delegates 
Meeting of Assembly 


American Room—Traymore 
Hotel 
Wednesday, 8 p.m. 





THURSDAY 











Joint Meeting of the House 
of Delegates and Assembly 
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Grand Ballroom—Convention 
Auditorium 
Thursday, September 23, 9:30 a.m.-12 noon 


WHY SHOULD WARD RATES BE BELOW 


cost? 
Presiding: Graham L. Davis, 

Battle Creek, Mich. 

Discussion leaders: Everett W. 
Jones, Chicago, vice president, 
the Modern Hospital Publishing 
Company. Albert W. Snoke, M.D., 
New Haven; director, Grace- 
New Haven Community Hospi- 
tal. 

Statement of the Problem—Edwin 
L. Crosby, M.D., Baltimore; di- 
rector, Johns Hopkins Hospital. 

Can Higher Contract Rates for 
Ward Care Be Justified?—Har- 
old T. Prentzel, Morristown, Pa.; 
administrator, Montgomery Hos- 
pital. 

Would the Medical Profession Ob- 
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ject to Rendering Free Care if 
Ward Rates Equalled the Cost of 
Care?—Morris Hinenburg, M.D., 
Brooklyn; executive director, 
Jewish Hospital. 

Should Charity Be Controlled on 
the Basis of Individual Need?— 
I. E. Behrman, Newark, N. J.; 
director, Newark Beth Israel 
Hospital. 

Open Discussion. 

Summary—Leo G. Schmelzer, 
Washington, D. C.; superintend- 
ent, George Washington Univer- 
sity Hospital. 

Conclusion—Discussion leaders. 


WHAT TYPE OF AUXILIARY NURSING 
PERSONNEL IS NEEDED FOR CARE OF 
PATIENTS IN HOSPITALS? 
Presiding: Graham L. Davis, 

Battle Creek, Mich. 

Discussion leaders: Everett W. 
Jones, Chicago; Albert W. Snoke, 
M.D., New Haven, Conn. 





Statement of Present Hospital 
Nursing Personnel Situation-— 
Blanche Pfefferkorn, New Yo:k 
City; director of study, National 
League of Nursing Education. 

To What Degree Can Auxiliavy 
Nursing Personnel Be Used?— 
Mildred Riese, R.N., Detroit; ad- 
ministrator, Children’s Hospital. 

How Does Auxiliary Nursing Per- 
sonnel Affect Quality of Care?— 
A. C. Kerlikowske, M.D., Ann 
Arbor, Mich.; director, Univer- 
sity Hospital. 

How Does Auxiliary Nursing Per- 
sonnel Affect Economy of Opera- 
tion? — Herbert M. Wortman, 
M.D., Montclair, N. J.; director, 
Mountainside Hospital. 

Would Two Levels of Nursing Be 
Preferable? — A. C. McGugan, 
M.D., Edmonton, Alta.; superin- 
tendent, University of Alberta 
Hospital. 

Open Discussion. 

Summary—Frank R. Bradley, M.D., 
St. Louis; director, Barnes Hos- 
pital. 

Conclusion—Discussion leaders. 


General Session 
Ballroom—Convention Hall 
Thursday, 2:15-4:15 p.m. 
Presiding: Malcolm T. MacEach- 
ern, M.D., Chicago; associate direc- 
tor, American College of Surgeons. 
The Responsibility of the Profes- 
sions — Morris Fishbein, M.D., 
Chicago; editor, the Journal of 
the American Medical Associa- 
tion. 
Hospitals’ Answer to the Challenge 
—Joseph G. Norby, Milwaukee. 


Banquet 


American Room—Traymore 
Hotel 


Thursday, 7 p.m. 
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Atlantic City, September 20-23 si 


The House Will Consider— 


HIS YEAR THE BOARD OF TRUS- 
ae will submit at least three 
resolutions for approval by the 
House of Delegates. Two of them, 
pertaining to accident prevention 
and fire safety programs in hospi- 
tals, were submitted to the June 
18-19 meeting of the Board of 
Trustees by the Council on Hospi- 
tal Planning and Plant Operation. 
A third, on a national study of hos- 
pital finance, was written by the 
Council on Prepayment Plans and 
Hospital Reimbursement. It was 
presented at the February 27-28 
Board meeting. 

In its three meetings since the 
last session of the House of Dele- 
gates, the Board of Trustees studied 
and passed numerous other resolu- 
tions. The three mentioned were 
the only ones considered contro- 
versial enough for referral to the 
House. The Board of Trustees 
meets again on Saturday, Septem- 
ber 18, the day before the first 
House meeting. At that time it may 
produce other resolutions requir- 
ing House approval. 

The House of Delegates will 
conduct its business during two 
scheduled meetings. The first’ will 
be Sunday, September 19, at 10 


A.M. in the Traymore Hotel. It will 
reconvene in the same place on 
Wednesday, September 22, at 8 
P.M. 

Besides acting on the resolutions 
introduced through the Board of 
Trustees, the House will elect offi- 
cers and consider all new business 
and resolutions presented from the 
floor of the House and by the pres- 
ident. 

The resolution dealing with ac- 
cident prevention asks the House 
to recommend that hospitals: 

“Give particular study to the un- 
derlying causes of accidents occur- 
ring within hospitals; 

“Take prompt organizational 
steps to educate their personnel in 
accident prevention measures and 
routinely to eliminate safety haz- 
ards as they present themselves; 
and 

“Establish a continuing program 
of accident prevention designed to 
keep personnel conscious of safety 
hazards and eventually reduce the 
individual hospital accident rate to 
a low level.” 

This resolution was justified on 
the grounds that hospital efficiency 
is impaired by the incapacitation 
of skilled employees through acci- 


dents. It said further that the high 
accident rate has increased com- 
pensation insurance costs and that 
the present accident rate can be 
measurably reduced. 

The resolution on the fire safety 
program suggested studies that 
should follow a three-fold pattern: 

“1. Structural changes necessary 
to prevent the invasion of patient 
areas by hot fumes and smoke 
originating in other parts of the 
hospital and to facilitate the early 
discovery and extinguishment of 
blazes; 

“2. Housekeeping and mainte- 
nance routines necessary to elimi- 
nate common sources of fire and 
obstacles to easy and orderly evac- 
uation of areas threatened by fire; 
and 

“3. Personnel training programs 
to facilitate the prompt reporting 
of fire, prompt and effective emer- 
gency action to extinguish or con- 
trol a blaze until the arrival of the 
fire department, and swift and re- 
assuring removal of patient from 
areas threatened by fire or invaded 
by smoke:-and fumes.”’ 

This resolution was drafted after 
a Council on Hospital Planning and 
Plant Operation representative had 
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Greetings from 


IN A LETTER to Graham L. Davis, 
Association president, President 
Harry S. Truman on August 5 sent 
the following greeting. In it he 
pays tribute to the Association’s 
leadership during the half century 
now concluding: 

“I take special pleasure in ex- 
tending greetings to the American 
Hospital Association on the occa- 
sion of its golden jubilee celebra- 
tion. 

“In the fifty years of your Asso- 
Ciation’s life, the hospitals of this 
nation have continued to set new 
Standards for the world. The hos- 
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pitals operated by federal agen- 
cies, no less than non-federal insti- 
tutions, are indebted to the wise 
leadership of the American Hospi- 
tal Association. 

“Less than two years ago, I was 
privileged to sign the Hospital 
Survey and Construction Act of 
1946, which is now Public Law 
725, 79th Congress. Your Associa- 
tion contributed materially to the 
public hearings out of which came 
this wise and much-needed legisla- 
tion. Today, more than three hun- 
dred and fifty hospital construc- 
tion projects have been approved 


the President of the United States 


for federal assistance to the amount 
of more than $50,000,000. 

“These new and improved hos- 
pitals will help materially to bring 
modern medicine to our people 
everywhere. The operation of the 
Hospital Survey and Construction 
Act is signal proof of the ability of 
the American people to combine 
governmental and voluntary re- 
sponsibility for achieving their so- 
cial aims. By working together, all 
agencies concerned with human 
welfare can bring about a happier, 
healthier tomorrow for all of our 
people.” 
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met with the National Fire Protec- 


tion Association and heard its rec- 
ommendations. The council then 
held a special meeting to draft rec- 
ommendations for fire prevention 
in hospitals. 

The council justified the resolu- 
tion by citing several recent hos- 
pital fires. They showed the need 
of proper organization of hospital 
employees for emergencies and 
adequate structural modifications 
to prevent the spread of fires. The 
resolution mentioned that the hos- 
pital’s responsibility is heightened 
by the fact that most hospital pa- 
tients are either physically or men- 
tally incapable of taking ordinary 


steps to escape from the effects of 
fires within the hospital premises. 

The third resolution, which deals 
with a national study of hospital 
finance, contains the following sug- 
gestions: 

“1. A special committee of the 
Board should be established to or- 
ganize the project. 

“2. The definition of scope of 
study should be drafted by this 
committee. 

“3. A representative group of 
civic-minded persons should be 
selected by this committee to con- 
duct the work. 

“4. The project should be of two 
year’s duration. 


“5. The work should be finance: 
from foundation grants. 

“6. The study group should func- 
tion as an independent agency.” 

This study was conceived as an 
extension of the work of the Com- 
mission on Hospital Care, which 
redefined the function of the gen- 
eral hospital and placed emphasis 
on the need for additional facili- 
ties. In its annual report, the Coun- 
cil on Prepayment Plans and Hos- 
pital Reimbursement suggested 
that a national commission be es- 
tablished to answer the following 
questions: Who provides the care? 
Who uses the care? Who pays for 
the care? 











PROPOSED 


HE FOLLOWING REPORT is to be 
"T submitted by the Committee 
on By-Laws to the House of Dele- 
gates of the American Hospital 
Association at Atlantic City, Sep- 
tember 22, 1948: 

The Committee on By-Laws sub- 
mits the following report on two 
amendments which have been 
regularly presented in conform- 
ance with the provisions of Article 
XII of the By-Laws, and recom- 
mends action: 


First Amendment 


Article III, Section 1, paragraph 
7. This paragraph now reads as 
follows: 

“Dues of Associate Institutional 
members shall be $25.00 per an- 
num.” 

Strike out this paragraph and 
substitute the following: 

“Associate Institutional mem- 
bers, which organizations are op- 
erated for profit, shall pay dues 
equal to the minimum dues paid 
by Active Institutional members, 
Type I. Associate Institutional 
members, which are nonprofit or- 
ganizations, government health 
agencies, hospitals being planned, 
or new hospitals under construc- 
tion but not yet in operation, shall 
pay dues equal to one-half the 
minimum dues paid by Active In- 
stitutional members, Type I. Dues 
for Associate Institutional mem- 
bers shall not be prorated for any 
portion of the year.” 

It is the purpose of this amend- 
ment to the By-Laws to establish 
two types of Associate Institution- 
al members with respect to the 
payment of dues. The amendment 


AMENDMENTS TO BY-LAWS 


will require that any member 
which holds this type of member- 
ship and is operated as an organi- 
zation for profit shall be required 
to pay dues which are equal to 
those paid by the small hospital 
holding institutional membership. 
At the present time, therefore, 
these members would have to pay 
dues of $60.00. Under the present 
By-Laws this type of member pays 
dues of $25.00. 

The amendment would provide 
also that other organizations and 
agencies eligible for Associate In- 
stitutional membership, other than 
those organized for profit, shall 
pay dues equal to one-half the 
dues which are required of the 
small institutional member. At the 
present time these dues would be 
$30.00. This is an increase of $5.00 
over the dues which such organi- 
zations are paying under the pres- 
ent By-Laws. 

The amendment also sets out 
clearly the fact that dues for this 
type of member cannot be pro- 
rated. 

The recommendation for this 
amendment originated in the 
Council on Association Relations. 
It was considered and has been 
approved by the Coordinating 
Committee and the Board of Trus- 
tees. The Committee on By-Lzws 
recommends that this amendment 
be approved. 


Second Amendment 


Article III, Section 1, third para- 
graph. This paragraph now reads 
as follows: 

“The dues of Active Institutional 
members, Type IV, which are 





monies held in trust as in these 
By-Laws provided, shall be on a 
semi-annual basis, payable month- 
ly in advance. The dues for each 
Active Institutional member, Type 
IV, shall be at the rate of one mill 
per month per subscriber contract, 
with a minimum of $10.00 per 
month and a maximum of $250.00 
per month. Dues shall be adjusted 
on February lst and August Ist, on 
the basis of January lst and July 
lst enrollment, respectively. These 
rates may be altered by a two- 
thirds vote of the Active Institu- 
tional members, Type IV, at any 
meeting of such membership.” 

This paragraph of Article III, 
Section 1, is to be amended by 
striking out the words: ‘January 
lst and July 1st,” and substituting 
the following words: ‘December 
31st and June 30th.”’ 

It is the purpose of this amend- 
ment to change the dates specified 
to conform to the dates used in 
the collection of statistics needed. 
Also, most Blue Cross Plans now 
use the dates suggested in the pro- 
posed amendment. 

This proposed amendment orig- 
inated as a recommendation of the 
Blue Cross Commission. The rec- 
ommendation was considered and 
approved by the Coordinating 
Committee and the Board of Trus- 
tees. 

The Committee on By-Laws rec- 
ommends that this amendment be 
approved. 

Respectfully submitted, 

ARDEN E. HARDGROVE, chairman, 
Epcar C. HayHow, Pu.D., G. S. 
LUTHER, F. STANLEY HowE, Roy R. 
PRANGLEY. 
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It Serves as a Hospital Ally 


How One Emergency Rescue Squad Functions 


HAT A WELL-ORGANIZED emer- 

gency squad or lifesaving crew 
in a community can render invalu- 
able services to its hospital has 
been proved time and again. 

If a community does not have 
such a unit the hospital director, 
administrator or a board member 
should seriously consider organiz- 
ing one. It will offer services not 
only to the hospital (contingent 
upon various types of emergencies) 
but to the public as well. The pub- 
lic welfare and safety program it 
offers is equally as important as the 
service offered by police and fire 
departments. 

“Emergency crews” usually are 
thought of as that type organiza- 
tion most often operated by police 
or fire departments, their main ob- 
jective to rush to the scene of a 
fire, submersion or disaster, and 
there effect any necessary rescue. 
Or it may be thought of as the am- 
bulance-corps type, usually found 
in smaller communities where no 
local hospital facilities are avail- 
able. This type renders a certain 
amount of first aid at the scene of 
an accident and then transports the 
victims to the nearest hospital. 

While these emergency crews 
definitely have their place and give 
the community a worthwhile serv- 
ice, many are of little or no value 
to the hospital, except to furnish 
the particular emergency service 
for which they are organized. 

The kind of emergency crew now 
operating in Roanoke serves the 
hospital much more closely. It can 
be described best as a group of 
men who are trained to operate, 
Maintain and repair certain items 
of equipment designed for lifesav- 
ing but not primarily for a specific 
hospital use. This equipment is 
purchased by the public and as- 
Signed to the crew. The crew stores 
in a sort of pool the oxygen tents, 
iron lungs, resuscitators, inhala- 


—. 


_Mr Popper, who died July 1 of this 
year. was a member of the Roanoke Life- 
Saving and First Aid Crew. 
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BUSINESS ADMINISTRATOR 
ROANOKE (VA.) HOSPITAL 


tors, oxygen therapy sets and in- 
cubators assigned to them. It has 
the advantage of centralization. In 
times of emergencies, hospitals do 
not need to comb the countryside 
for extra equipment and skilled 
operators. They only need to call 
the lifesaving and first aid crew. 


In Roanoke, scarcely a day pass- 
es when several pieces of equip- 
ment from the local life saving 
crew are not in service in one or 
more of the hospitals. Should it be 
necessary to procure even more 
equipment than is available locally, 
the lifesaving crew will make ev- 
ery effort to get such items from 
some nearby source. 


This may lead to the belief that 
institutions are not properly 
equipped, but as all hospital ad- 
ministrators know, purchases are 
made on the basis of past experi- 
ence and common sense. In too 
many hospitals insufficient funds 
limit the amount and type of equip- 
ment, and during emergencies they 
often run short of certain items. 
This, therefore, is one of the times 
when local emergency crews can 
be of real value. 


At a Loss 


To give an example: About eight 
years ago, before the Roanoke life- 
saving crew owned its own iron 
lungs, a polio patient was brought 
to a local hospital. Some breathing 
difficulty was noted, but not until 
this had become quite acute was 
there an attempt to procure a res- 
pirator. The doctors and other 
members of the hospital staff did 
not know where such a machine 
could be procured most readily. 

The local lifesaving crew, after 
making several long distance tele- 
phone calls, finally located a ma- 
chine 176 miles away in a neigh- 
boring state. Arrangements were 


made quickly and while some of 
the crewmen kept the patient alive 
with a resuscitator, others hurried 
toward the state border to meet the 
police escorted truck with the life- 
saving device. Virginia police es- 
corted the truck from the state line 
to Roanoke. 

The four-hour trip, after the 
lung was located, emphasized Roa- 
noke’s limitations in the event of a 
similar emergency, so a drive was 
started to procure an iron lung for 
the community. Donations came 
rolling in so fast that in a short 
time enough funds were available 
to purchase three large respirators 
and one hand-operated infant or 
newborn model. 

This is cited as an example to 
those who think that they would 
not have community support in or- 
ganizing and operating an emer- 
gency unit. Actually, an announce- 
ment had to be made requesting 
the public not to send any more 
donations. 

Not only are the members of an 
emergency crew trained to use 
properly certain pieces of emer- 
gency equipment, but they also 
learn about their operation and 
maintenance. As the hospital’s obli- 
gation in the care of its patients 
has expanded within the past few 
years to include frequent use of 
mechanized equipment, few nurses 
and fewer doctors have the neces- 
sary technical training. Too often 
they are not mechanically inclined. 

With the increasing demands 
made upon these professions and 
the necessity for keeping abreast 
of modern and more specialized 
treatment techniques, they find 
little time to devote to this train- 
ing. Improperly installed or oper- 
ated equipment does not give the 
patient the full benefit or efficiency 
which both he and the doctor have 
the right to expect, and in many 
instances it may prolong hospitali- 
zation and even harm the patient. 

Most large hospitals have spe- 
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cially trained employees, chiefly 
laymen, who supervise the installa- 
tion and operation of oxygen ther- 
apy and breathing equipment. But 
the great majority cannot afford 
this “luxury’’ and must depend 
upon available employees, too often 
the handyman, engineer or orderly, 
to set up and operate the equip- 
ment under the sometimes ques- 
tionable guidance of a supervising 
nurse. 

For too long a time a hit-or-miss 
method has governed the opera- 
tion of iron lungs, resuscitators, 
oxygen therapy outfits and other 
pieces of emergency equipment. At 
such times as these, technically 
trained men who understand the 
detailed operation of such equip- 
ment can be invaluable. They not 
only can stand by day after day 
while the machine is in operation, 
but also give the hospital the bene- 
fits of their training and knowl- 
edge. They are always available 
for checking and servicing the 
equipment. The following story 
serves as a good example of im- 
proper operation of emergency 
equipment. 

About four years ago, when we 
were covering an epidemic in this 
part of the state and had 17 respi- 
rators in operation at our local 
hospital, it was necessary for me 
to make a business trip to another 
part of the country where this dis- 
ease also had reached epidemic 
proportions. 

Since I was one of the few crew- 
men without children who helped 
service the “lungs’”’ in operation at 
our local hospital, I felt that I could 
gain some valuable information by 
visiting a hospital designated as the 
polio center. 

The hospital staff members were 
very glad to show me all of their 
equipment. They too had many 
bulbar and respiratory cases, but I 
was surprised that only one respi- 
rator was in operation. I questioned 
what I felt was this lack of neces- 
sary equipment and was told 
frankly that they did not believe 
in iron lungs. In examining the 
machine in operation, I noted the 
pressure settings were entirely dif- 
ferent from the way the “lungs” 
back home were being operated, 
and our settings had been quite 
successful. 

After readjusting the pressure 
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Rescue Squad Exhibit 


The Point Pleasant (R.I.) 
Rescue Squad, an example 
of the type of squad dis- 
cussed in this article, will 
be an exhibitor at the Asso- 
ciation convention in At- 
lantic City, Sept. 20-23. 

The exhibit has been 
arranged by Esther M. 
Stephenson, R.N., acting 
chairman of the Interna- 
tional Association of Rescue 
and First Aid Squads, which 
is holding its first annual 
meeting concurrently with 
the Association. 











settings, and assisting with an oxy- 
gen funnel arrangement, the pa- 
tient regained consciousness within 
a half hour, and before I left the 
ward an attending nurse was feed- 
ing the patient orange juice through 
a drinking tube. One month later, 
the captain of our crew called on 
this same hospital, knowing I had 
been there previously. The hospi- 
tal that “did not believe in iron 
lungs” had 14 machines running 
and four standing by. 

This was an occasion where ig- 
norance in the operation of this 
piece of lifesaving equipment costs 
lives. Yet the blame cannot be 
placed on the doctors, the nurses, 
or even the hospital. They were 
expected to operate the equipment, 
yet no one was adequately trained. 
This and other problems can be 
avoided or solved by letting an in- 
terested group take over the sup- 
ply, operation and maintenance of 
the equipment. 


No Objection 


A question often arises, “Do the 
doctors object to the aid furnished 
them in the hospital by laymen?” 
From experience I can say that 
they not only approve of this serv- 
ice but wholeheartedly welcome it. 
In our city, the local crew is recog- 
nized without question by the 
Academy of Medicine. Having thus 
honored us, the doctors have given 
us incentive and pride in our work. 

There have been many times 
when the doctor stood aside while 


members of our crew went 
work in an emergency. This 
indeed no small compliment to any 
organization. One of the best wa; 
to gain and maintain this conii- 
dence is to get to the scene promp: 
ly, perform the work efficiently 
and, as soon as the work is com- 
pleted, depart quietly. 

Another factor which increases 
the stature of the rescue squad 
worker is his availability. As long 
as an emergency squad is available 
for call, no doctor need stand by 
helplessly while one of his patients 
dies because of the lack of a piece 
of lifesaving equipment. It there- 
fore is not surprising that any 
community will lend its full sup- 
port to an organization which 
renders this important day-and- 
night service, not only to the hos- 
pital, but to the citizens of the 
entire area served. 

An emergency rescue group per- 
forms other services. To under- 
stand these services it is necessary 
to describe the group’s organiza- 
tional makeup. 

The size of the crew is depend- 
ent upon the size of the community 
it serves, but ideally there should 
be 20 to 35 active crewmen. Crew- 
men, who come from diversified 
occupations and industries, donate 
their services voluntarily, on a 24- 
hour-a-day basis. They get permis- 
sion from their employers to leave 
their work during emergencies. 

In the organization of a crew, it 
is desirable to include men from 
the local public utility companies. 
This gives the hospital additional 
service when there is an electric 
failure, a burst in the water supply 
line or a bad gas leak. 

Few hospital administrators 
know much about plumbing, elec- 
tricity, or safely locating a gas leak. 
At such a time it is much easier to 


_eall the emergency squad than to 


look frantically about for some 
form of assistance which will re- 
solve itself miraculously into the 
solution of the immediate difficulty. 
Within a matter of minutes, ex- 
perts in many fields can be at the 
hospital with all the necessary 
tools, troubleshooting the water, 
gas and electric systems. Although 
they are not expected to make a 
complete repair job, they will at 
least eliminate the possibility of 
further danger or damage. 
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For safety and convenience 
in treating 
severe infantile diarrhea 


KNL-CUTTER 


(Darrow’s Solution in Saftiflasks) 


increase—it’s breaking out in un- 

expected places— at unexpected 
times. Hospitals, doctors and nurses, 
mothers and fathers—all are acutely 
aware of diarrhea and its dangers. 
Are there too many babies in too small 
a space? Too few nurses; or trained 
technicians? Whatever the cause, it will 
be found and corrected. But in the mean- 
time — infant lives can be saved. 


“x *& * 


‘ners DIARRHEA is on the 


Darrow has clearly demonstrated that 
losses of potassium, as well as sodium 
and chloride, are a prominent feature 
of the dehydration of severe diarrhea'’— 
and that potassium can safely be re- 
placed. In clinical tests using potassium 
chloride-sodium chloride-lactate solu- 
tion, Darrow found— 


only 3 out of 50 patients died com- 
pared to 17 fatalities out of 53 in the 
control group, which received con- 
ventional therapy 


—thus justifying the conclusion that “in 
general potassium therapy does not 
apparently shorten the period of watery 
diarrhea, but it does enable the babies 
to withstand a severe or prolonged 
attack that would otherwise be fatal.’’? 


x &k& * 


Following the publication of Darrow’s 
findings, there began a slow but steady 
demand for his formula already made 
up in a sterile, pyrogen-free solution. 
Doctors asked for it~knowing how 
quickly diarrhea can strike and how 
deadly it can be. Hospitals asked for it 
—realizing that taking the slightest 
chance with diarrhea is like playing with 
wildfire, 

Cutter filled this urgent demand on a 
smai!, special order scale at first. Now— 
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available to everyone is KNL Solution— 
Darrow’s formula prepared with the 
same painstaking care, under the same 
exacting conditions, as other solutions 
in the Cutter line. 

* * * 


Think what assurance like that can mean 
in a situation like this: 
Diarrhea has struck in your hospital. 
One — two — three babies. Isolation. 
Sealed nurseries. Scrupulous cleanli- 
ness. Every known control measure 
rigidly enforced. And still it spreads. 


CUTTER 


Fine Biologicals and . 
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In this tense, “epidemic” atmosphere, 
“making your own” is risky business — 
even in the most well-equipped, expert- 
ly-staffed hospital. Potassium therapy 
itself requires utmost caution. And the 
assurance that the solution you are 
using is the safest that can be produced 
—may well be worth its weight in lives 


saved. 
* * * 


KNL-Cutter comes in Saftiflasks 
(500 cc.); each 100 cc. supplies 0.26 gm. 
potassium chloride, 0.4 gm. sodium 
chloride and 0.59 gm. anhydrous sodium 
lactate. In administering it 
First-a preliminary infusion of saline 
should be given to reduce the 
dehydration 
Second—urine excretion should be 
obtained before infusion 
Third—solution must be given slowly 
over a period of 4-8 hours and 
heart action watched carefully 
Fourth—dose should seldom exceed 
80 cc. of solution per kilogram 
body weight per day 
With summer only a few months off, 
may we suggest you keep a minimum 
supply ‘of this solution on hand for 
emergencies? When ordering, just re- 
member K for potassium, Na for sodium 
and L for lactate— KNL-CUTTER. 


x * * 


. Darrow, Daniel C., Treatment of Diarrhea in 
Infants, The Interne, 12:594-599, 616, Sept., 1946. 


. Govan, Clifton D., Jr.,and Darrow, Daniel C., 
The Use of Potassium Chloride in the Treat- 
ment of the Dehydration of Diarrhea in Infants, 
J. Pediat. 28:541-549, May, 1946. 


x. 


CUTTER LABORATORIES 
BERKELEY I, CALIFORNIA 
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DIETETICS ADMINISTRATION 





Procedures and Suggestions for 


A 1949 FOOD BUDGET 


HE EXTENT OF operational con- 

trol held by the dietitian de- 
termines, in large measure, the 
efficiency with which the dietary 
department functions. But control 
over the department is difficult un- 
less it is linked with a device for 
providing this control. That im- 
portant device is the budget. 

The hospital administrator usu- 
ally constructs his organization to 
fix responsibility with department 
heads and he measures perform- 
ance in terms of this responsibility. 
The budget is an efficient manage- 
ment device for fixing financial re- 
sponsibility and should be used 
more extensively. 


How to Begin 


The procedure for developing a 
budget usually starts with a pre- 
liminary conference at which the 
hospital’s general policies for the 
budget period are explained. At 
that time the administrator desig- 
nates the person to whom budget 
estimates should be submitted. In 
a small hospital the coordinating 
budget official may be the admin- 
istrator himself. 

Action influencing future poli- 
cies In the dietary department will 
relate to: (1) Expansion of serv- 
ices effecting a variation in the 
number of meals; (2) moderniza- 
tion programs for replacement of 
equipment which may reduce fuel 
consumption and engineering 
maintenance costs and, in addition, 
effect a reduction in the number of 
dietary employees or increase re- 
quirements; (3) centralization of 
dietary services which will de- 
crease supervision and indirectly 
reduce waste; (4) salary and wage 
changes that may be anticipated 
during the proposed budget period; 
(5) changes in policy relative to 
cash income from the sale of meals 
which will reduce the operating 
cost of the dietary department 
through allocation of employee 
meals properly charged to each de- 
partment; (6) intelligent budget 
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~ MARGARET GILLAM 


DIETETICS SPECIALIST 
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forecasting. The last point presup- 
poses some discussion of opinions 
regarding price trends. 

Some of the most valuable bene- 
fits that can come from budgeting 
are the results of the discussion in 
this preconference meeting. Fur- 
ther studies may be required if 
the dietitian is to investigate pro- 
posals and prepare cost figures to 
be brought up at a subsequent 
meeting for decision and action. 

With definite policies formulated 
in terms of the six listed items, the 
actual budget is constructed. The 
extent of coverage and details of 
the budget will depend largely on 
how far it seems advisable to ex- 
tend budgetary control over de- 
tailed operations. 

At least when initiating a budget 
program it is suggested that this 
be left to later inter-departmental 
methods of control. The adminis- 
trator or comptroller should deal 
with one individual charged with 
the performance of the department 
and its operation within the budget 
plan. 

Budget Items 


It is essential that the budget 
include all items of expenditure 
for which responsibility for control 
can be placed. This fixes responsi- 
bility for planning the budget and 
for measuring performance. 

The costs in the dietary depart- 
ment usually are classified in four 
groups, and the budget is planned 
accordingly on this basis: (1) Raw 
food costs; (2) salary and wages; 
(3) supplies and replacements of 
expendable equipment, and (4) 
indirect costs or overhead legiti- 
mately chargeable to the depart- 
ment. In addition, if the dietary 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 

















department operates a plan of casi 
sales for meals to employees, this 
income should be budgeted as rev- 
enue to show in the final budget as 
a credit to the department opera'- 
ing expenses. 

Overhead costs can be a variety 
of charges, and the disposition of 
these charges depends on the policy 
of the individual hospital. Though 
the dietary department may be 
held only indirectly responsible for 
overhead costs (light, heat, fuel, 
maintenance and repair of building 
and equipment, laundry, housing, 
housekeeping, and administrative 
overhead), it should assume a fair 
proportion of these costs. This is 
particularly important if meals are 
provided on a cash basis and it is 
desirable to obtain a more accurate 
cost of the services being rendered. 

Major equipment replacements 
usually are not considered as op- 
erating expense but as deprecia- 
tion and are charged to a deprecia- 
tion account. Payments for new 
equipment usually are made from 
special funds appropriated or from 
the capital expense account. These 
expenditures do not enter into the 
budgeting and operating control of 
the department. 

The length of the budget period 
should not be extended beyond the 
time of reasonable forecasting. 
Thus the budget may be drawn up 
on a quarterly, semi-annual or 
yearly basis. Usually it is desirable 
to project budgets over a period of 
one year. It is recommended, in 
these times of uncertain price 
trends, that the budget be set up 
in six-month periods to make pos- 
sible a review of the budget more 
easily and to make adjustments 
when necessary. 


Allocating Costs 


Every effort should be made to 
allocate costs correctly so the diet- 
ary budget may be controlled more 
accurately. Social functions should 
not be an added expense for the 
dietary department but should be 
budgeted and charged directly to 
a special activities account or to the 
consuming departments, such as 
nursing or administration. A spe- 
cial fund may be set up. 

Infant formula room costs should 
be separated from other dietary 
costs and set up as a miscellaneous 
budget account. The infant census 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 





WATER TANK 
FOR HUMIDITY. 


INSTRUCTION AND 
THERMOMETER PANEL 


ONE SIMPLE 
CONTROL 


OXYGEN INLET 





1. Low cost 
2. Underwriter approved 
3. Simple to operate 
4. Only 1 control dial 
5. Safe, low-cost, heat 
6. Easy to clean 
7. Quiet and easy to move 
8. Ball-bearing, soft rubber casters 
9. Fireproof construction 
10. Excellent oxygen tent 
11. Welded steel construction 
12. 3-ply safety glass 
13. Full length view of baby 


14. Simple outside oxygen 
connection 


15. Night light over control 


16. Both F. and C. thermometer 
scales 


17. Safe locking ventilator 
18. Low operating cost - 
19. Automatic control 

20. No special service parts 
21. Lid locks open 


The Armstrong X-4 Baby Incubator is the 
only Baby Incubator tested and approved by 


Underwriters’ Laboratories for use with oxygen. 


The Armstrong X-4 Portable Baby Incubator is a SAFE 
Baby Incubator, a LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. That its practical, common- 
sense design has a wide acceptance is evidenced by the 
fact that almost 700 hospitals have placed repeat orders 
for more than 2500 X-4 Incubators. More and more it is 
being used, not only for the premature baby, but for any 
underweight or debilitated baby and in the delivery room 


for every new-born. 


Canadian Standards Assoc. American Medical Assoc. 


Underwriters’ Laboratories, Inc. 


THE GORDON ARMSTRONG COMPANY, INC. 
Division LLI + Bulkley Building * Cleveland 15, Ohio 


Distributed in Canada by INGRAM & BELL, LTD. ¢ TORONTO « MONTREAL ¢ WINNIPEG e CALGARY e VANCOUVER 


SEPT! MBER 1948, VOL. 22 



















Ss = = > LS 





< > < = < 








SAMPLE BUDGET FOR 1949 —- S 7 
"Memorial Hospital" — Department of Dietetics 









First Half First Half 


































































































1 — MEAL CENSUS AND RAW FOOD COST 1948 (Actual)//1949 (Budget)! 
N MONTE 
4 = Payroll Payroll 
1 First Half - 1948 (Actual) First Half - 1949 (Budget) Pex Month || Per’ Month | 
) MONTE Food Cost | Food Cost Food Cost | Food Cost \ 
\ Meal Consus | pe, weal | Per Month || Mee) Census | pe, weal | Per Month. N| January 6,659.14 |} $6,e00.00 | 
\ bruary 6,684.12 6,800.00 | 
ties $7,707 $ «35 $15,197.45 37 ,000 $ .35 $12,950.00 meg ye 8 Be 
) aed 12,919.60 84,000 5 11,900.00 pe , age 
|| Februery 34,056 255 pices , 5 heads ‘N] April 6,691.10 6,850.00 
| March 37,815 34 12,857.10 37 ,000 +35 12,950.00 NH} May 6,728.68 6,850.00 
N | April 36 ,006 +35 12,602.10 J}, 56,500 +55 12,775.00 Ni dune 6,943.22 6,900.00 
NT ay 57,114 34 12,618.76 37,000 -35 2 ,950.00 N 
June 52,885 235 11,509.75 55,000 235 11,550.00 | ‘First Half Total | 40,365.09 41,000.00 
75,076. 
\ First half totel 215,585 74,704.76 214,500 ? 00 ae Sica Hair 
t Second Half — 1948 (Actual) Second Half — 1949 (Budget) MH 1948 (Actuel)}j1949 (Budget) 
t \ 
Taly $4,127 34 11,605.28 54,000 +56 32,580.00 | July 6,980.16 6,950.00 
} | August 52,548 +35 11,821.80 52,000 +34 10,880.00 aeaest 6°710.08 sped 
i} | September 52,455 35 11,858.55 52,500 54 212,050.00 | September 6,649.12 6,800.00 
October 56,975 &% 12,571.50 56 ,800 4 12,512.00 October 6,725.08 6,900.00 
| November  *£st. #36 ,600 285 #*12,810.00 56 ,500 34 12,410.00 | November *Est,| 6,700.00 6,900.00 
N | peceaber #35 ,600 35 #12,460.00 85,000 4 12,900.00 December *6 5700.00 6,900.00 
}] Second half totel | 208,105 72,126.18 |} — 206,800 70,882.00 Second Half Total| 40,464.44 || 41,300.00 
425,686 146,829.89 421,500 145,567 .00 }] Yearly Total 80,629.£5 |} 62,300.00 










































































should be separate from the regular records of the past year or years information will depend on how 










P meal census. give dependable information, but much statistical data and cost in- 
an current cost figures and trends formation are accumulated and 
Acquiring Facts must be utilized in laying out a made available routinely during 





budget program for the months the year. If the necessary data are 
not available, it may be necessary 





The meal census is an important 
unit in budgeting dietary costs. A ahead. 












definite plan should be made for The budget presumes the exist- to delay budget planning until ex- 
obtaining an accurate meal census. — ence of factual data of past experi- _ perience is gained on which to base 
It is recommended that the: (1) ence from which to construct the the budget. 

Infant census be separated from budget. This applies to statistical The process of accumulating 
regular meal census; (2) patient data on the meal census and to the facts and putting these together in 
meal census be obtained on the collection of operating cost data. logical form is informative and 
basis of trays served and that nour- The accounting department usually provides a good review in prepar- 
ishments be considered a part of is able to provide most of the infor- ing budget figures. 






the regular services rendered on a mation on which the budget is 
three-meal basis, not counted sep- originally constructed. If the sta- 





Anticipating Trends 









arately; (3) employee census be tistical information is not available To this point, food budget plan- 
obtained from a count of meals routinely the collection of current ning has been a mechanical process 
actually served and not on the basis data must precede any budget con- of accumulating facts and figures 
of meals allowed. trol program. on previous experiences. Sound 









In making the budget, the cost The time required to assemble judgment now must be used in an- 



















































































































































































































1V —— INDIRECT COSTS (OVERHEAD) 
First Half | First Half 5 
uouta [2% (Actual)}]2949 (Budget) First Half - 1948 (Actuel) First Half - 1949 (Budget) , 
Cost of Cost of MONTH Cost 
Supplie: pplies Indirect Cost} Indirect Cost Indirect Cost} Indirect Cos 
h Per Month — Month eae Cintas Per Meal Per Month Meal Census Per Meal Per Month 
: \ | 
37,707 $.04 $1,508.28 57,000 $.05 $1,850.00 —Vv 
cca $561.72 $560.00 onl 34,056 -04 1)262.24 34,5000 -05 1,700.00 
obrusry tpn 560.00 March 37,815: -04 1,£12.60 37,000 .05 1,850.00 pro 
—- pop oo April 36,006 -04 1,440.24 36,500 05 1,825.00 
my paognd oe > May 37,114 04 1,484.56 arson .05 —- per. 
. ll 32,685 04 1,315.40 33, +08 7650. 
N June 555.69 560.00 fort 
First Half Total; 5,558.55 3,360.00 : First Half Total 215,583 8,623.22 214,500 10,725.00 ‘ee 
Second Half |] Second Half of « 
J 1948 (A y}hoeo (Budget) Second Half - 1948 (Actuel) Second Half - 1949 (Budget) 
etual enc 
J 34,127 +04 1,365.08 34,000 05 1,700.00 
N July $01.02 560.00 ond ¢ 04 1/293.92 32,000 1,600.00 
y Augu st 521.16 560.00 de aga 04 1’ 298 12 32,£00 = 1,625.00 
——— ap 560.00 = oenagl $6975 104 13479.00 36,800 “05 1,640.00 
November *Est.| *560.00 560.00 November = *Est.| *56,600 my 2,664.00 oan, ys 17950.00 
icaher oanb.ab page Decenber *36,5 +04 1,424.00 55,000 -05 2, 750° 
N 3 10,340.00 
Second Half Total| 5,205.00 5,560.00 Second Half Total 208,105 8,524.12 206 ,800 ’ 
N | Yearly Total 6,541.55 6,720.00 Yearly Total 425,686 16,947.44 421,200 21,065.00 
he = EX 
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MEDICATION RECORD 


— with Kardex Book Unit. Doctors’ orders and 
medication records are kept accurate . . . com- 
plete ... up-to-date with efficient Kardex Visible 
Control. Each nurses’ station is equipped with a 
Kardex Book Unit, with each patient’s record in 
a separate pocket of which the visible margin 
carries all key data— Room Number, Patient’s 
Name, Hospital Number, Religion, Diet, Condi- 
tion, Doctor’s Name, etc. 








The saying “time is of the essence” was never truer 
than when applied to hospital record requirements. 
Patients’ welfare demands that vital information be 
supplied quickly; hard-pressed personnel need record 
systems that slash fact-getting time and paperwork 
to the minimum. 

That’s why Remington Rand visible systems are used 
in ever greater frequency throughout the hospitals of 
America: they provide the speed, convenience and 
labor-saving indispensable to modern hospital ad- 
ministration. 


INFORMATION RECORD 


—with Kolect-A-Matic visible indexing. This record may be 
housed in a recessed section of your Information Desk — 
carries all data needed on each patient for this important 
function. The record is immediately available, because the 
individual’s name appears at the top of the card, under the 
transparent celluloid tip of the pocket. 


PERSONNEL RECORD 


—with Kardex Control. This centralized, visible record 
provides split-second finding of all facts needed for efficient 


personnel administration — contains complete, detailed in- 
formation on personal history, qualifications, salary scales, 
etc, for all classes of hospital employees. The visible margin 
of each worker’s record is color-signaled for instant refer- 
ence to key facts. 


THEA IRST NAME IN RECORD SYSTEMS 
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Other Remington Rand hospital rec- 
ords designed to assure you top 
operating convenience and positive 
administrative control include: Record Room Files, Admis- 
sion Control, Diagnosis Indexes, Ledger and Collection 
Records, Stock Control of Equipment and Supplies. For 
details, call our office near you, or write Hospital Records 
Department, Systems Division, 315 Fourth Ave., N. Y. 10. 
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(Infant Forme Room) 










































































Second Half |} Second Half 
19468 (Actual)//1949 (Budget) 








July 4,456.98 |] 4,500.00 
ieaeet 4,499.06 4,500.00 
September 4,228.05 4,£00.00 
October oo 4,689.28 4,700.00 
November St-| 4,600.00 4,700.00 
December ¥*4,300.00 4,400.00 
Second Half Totalj 26,875.35 27,300.00 





53,195.91 54,700.00 

















Yearly Total 








Q First Half First Half 
\ 1948 (Actual) ]1949 (Budget} 
MONTE 
Number of | Food Cost|| Food Cost 
Formulas |Per Month]/ Per Month 
_Jamery 660 $42.61 $45.00 
February 575 34.57 40.00 
March 641 42.13 45.00 
April 662 34.95 45.00 
May 632 45.06 45.00 
June 607 42.75 42.00 
First Half | 3,777 242.07 . 
Tétal ds pessesinie 
Second Half Second Half 
: 1948 (Actual) 1949. (Budget 
N | July *Est. 585 32.85 42.00 
N | August 631 53.08 45.00 
September 610 37.44 45.00 
October 627 45.83 45.00 
November *650 #45 .00 45.00 
December *650 #45 .00 45.00 
Second Half| z 7 e ¥ 
Totel e711 259.20 267.00 
Yearly Total] 7,488 501.27 529.00 
ML_=— REVENUE 
(Cash Seles and Credits) 
First Half First Half 
1948 (Actuel)j/1949 (Budget) 
MONTH 
Revenue Revenue 
Per Month Per Month 
Jamery $4,556.01 $4,600.00, 
February 4,121.32 4,£00.00 
\ March 4,529.8 4,600.00 
April 4,305.71 4,€00.00 
May ° 4,450.52 4,600.00 
June 4,359.12 4,500.00 
First Half Total 26,522.56 27,400.00 








ticipating food requirements based 
on price trends and administrative 
decision of changes in operation 
which will affect the estimates. 

The dietitian must study predic- 
tions on cost trends for 1949. It is 
now conceded by many that food 
prices will be somewhat lower in 
the last half of the year. This pre- 
diction is based on this year’s in- 
creased production of most foods, 
particularly grains. 

The favorable growing year 
should be reflected in some de- 
crease in prices of fruits and vege- 
tables, but government subsidies, 
if continued, will keep other prices 
high. Even with the present plan 
of sending large quantities of food, 
particularly grains, to Europe, the 
outlook is toward a surplus which 
should be reflected in lower meat 
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prices in the latter half of next 
year. Already fats and oils have 
decreased in price and this trend 
may be followed by other com- 
modities. 

Labor is still short. Both the 
public and government are calling 
for increased production. Congress 
made no attempt to put any con- 
trols on wages or prices, thus 
dietitians can anticipate no reduc- 
tion in wages and possibly a tighter 
labor market. Costs of manufac- 
tured products probably will re- 
main near the present high levels 
unless the trend in wage increases 
results in still higher manufactur- 
ing costs. 

Step by Step 

A sample budget plan for 1949 
(see illustrations) shows a method 
of setting up statistical data and 
costs for recording the projected 
budget figures. The figures used in 
this sample budget are not based 
on a specific experience but are 
used only as an example to show 
the logical steps in recording in- 
formation and arriving at the budg- 
et. The budget figures, in general, 
follow those that would be shown 
in a hospital of about 250 beds. 

The logical first step is to tabu- 
late information of the past year’s 
operation by months, as indicated 
on the illustrated forms, for: Meal 
census, average meal cost, total 
food cost, payroll, cost of supplies, 
number of infant formulas and 
food cost for the infant formula 
room, revenue from sale of meals, 
and indirect cost or overhead. (If 
reduced to an average meal cost, 
indirect cost or overhead, when 
allocated by the administration, 
furnishes a convenient figure to 
use.) Budgets usually are made up 
in advance and estimates must be 
made for November and December. 

As a second step, the dietitian 
should study the accumulated op- 
erating figures to obtain informa- 
tion on yearly trends. 

Next she should study predic- 
tions of price trends for food and 
wages. 

The fourth step will be to make 
up the budget estimates consider- 
ing factual information at hand 
and previous decisions on adminis- 
trative policies that may have a 
bearing on the budget. 

As a fifth and final step she will 





submit budget estimates to the 
person designated for further dis- 
cussion or changes and approval. 

Successful control through budg- 
eting cannot be attained at once 
but is a matter of experience and 
painstaking growth. 

Though the budget is intended 
to serve as a tool for administrative 
control, it cannot be overlooked 
that the steady analysis .* opera- 
tions associated with budget plan- 
ning often is as beneficial as the 
budget itself. The budget is planned 
primarily to place responsibility. 
Fixing responsibility stimulates 
careful work. 

For successful operation of a 
budget, the accounting department 
must be organized to provide 
checks on current costs for com- 
parison with budget figures. These 
comparisons will show how well 
responsibility is assumed in each 
unit. The dietitian should make 
monthly reports on how well rou- 
tine procedures are carried out and 
where there is need for improve- 
ment. When properly administered, 
these checks stimulate interest and 
aid in positive control. 

Budgets must be flexible and ad- 
justed as required during the year 
to meet the needs of changing con- 
ditions. The budget estimates must 
be followed closely if value is to be 
derived. If used successfully, the 
budget will provide valuable con- 
trol over costs at a time when any 
economy is paramount. 






































SSS : SSS 
N 
a F BU! 
1948 
1949 
CLASSIFICAT1ON monte Budget 
Operating Estimate 
Figures 
Meal Census 423,686 421,300 
Food Cost $146,829.89 |} $145,387.00 
Misc. Food Cost | $ 501.27 || $ 529.00 
Payroll $ 80,629.53 jf $ 82,300.00 
Supplies $ 6,541.55 || $ 6,720.00 
Indirect Costs | $ 16,947.44 |] ¢ 21,065.00 
Cash Revere $ 53,195.91 |] $ 54,700.00 
Yovember and D ber estimated. 
— Sy 
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Food Cost $145,916.00 

Misc. Food Cost 529.00 

Payroll 82,300.00 

Supplies 

TOTAL Direct Costs $235,465.00 
Indirect Costs — 21,065.00 

TOTAL Operating Budget 256,530.00: 

Revenue 54700,00 




















Operating Budget (less revenue) $201,050.00 
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Ideas To Consider When Using Frozen Meats 


THE PALATABILITY OF frozen 
meats can be improved by proper 
freezing, storage, defrosting and 
cooking. Some of the most impor- 
tant procedures have been outlined 
by Wilhelmina Fosdick, Chicago 
home economist. 


Freezing: Sharp, quick freezing is 
vital for a good quality product. 
With slow freezing, the moisture in 
the meat fibers forms large ice 
crystals. When the meat is thawed 
the moisture is not resorbed; con- 
sequently there is a large amount 














Most germicides are supplied 
in the concentrated form and 
must be diluted before using. 

The ‘“‘Use-Dilution”’ deter- 
mines the actual cost of the 
germicide—rather than the 
cost per gallon of the concen- 
trate. 

Hospitals find STAPHENE 
decidedly more economical. It 
supplies more gallons of ef- 





STAPHENE 
COEF. 10 





as much Staphene! 


USE STAPHENE EVERY: 
WHERE FOR COMPLETE 
DISINFECTION OF... 
e Surgical instruments and sick 
room receptacles. 


e Bed linens, sleeping gar- 
ments, towels, dressings and 
rubber articles ... 


e Floor, furniture and walls... 
AND, wherever a disinfectant 
is required. 


Write for Information. 


VESTAL me 


fective ‘‘Use-Dilution” per 


CRESYLIC ACID ounce of concentrate. Due to 
DISF. COEF. 5 


e You use just half 


its high phenol coefficient as 
little as 2/3 ounce (20 c.c ) of 
STAPHENE per gallon of 
water provides a_ solution 
powerful enough to destroy 
resistant, infection-producing 
bacteria. 


STAPHENE is absolutely safe—non- 
caustic and non-injurious to skin in 
use dilutions. High germicidal effective- 
ness, low toxicity (1/6 as toxic as Cresy- 
lic Acid Disf Coef. 5) plus low cost of 
use-dilutions makes STAPHENE the 
logical choice of hospitals throughout 
the country Order some now. 


ST. LOUIS NEW YORK 

















not cause this rupturing. 

Storage: All meats can be frozen, 
but the type of meat, storage tern- 
perature and length of storage 
must be considered carefully. 
Microbial growth occurs at about 
15° F. Meats may be stored longer 
at lower temperatures. The usual 
freezer storage temperature is 0° 
to 4° F. 

All fresh meats except pork may 
be stored for six to eight months. 
Processed products such as smoked 
and spiced meats should not be 
held longer than three months be- 
cause they are very unstable and 
will become rancid. Salt added to 
a formula such as sausage will 
speed up oxidation. Meat should be 
wrapped tightly in strong paper to 
exclude air. 

Defrosting: According to research 


experiments reviewed by Miss 


Fosdick, defrosting meats in the 
refrigerator is the safest method 
but the slowest. In large quantity 
feeding where menus are made out 
in advance, this time element pre- 
sents few problems. Five to six 
hours for each pound is the average 
defrosting time at refrigerator tem- 
perature. 

Defrosting at room temperature 
is faster but not as safe. The freez- 
ing process does not destroy bac- 
teria. They merely remain dormant 
during storage. One hour for each 
pound is the average defrosting 
time at room temperature. A com- 
bination of refrigerator and room 
temperature defrosting may be 
used but the meat must be watched 
carefully so that it does not remain 
at room temperature after it has 
been defrosted. 

Defrosting in cold running water 
is extremely fast and very success- 
ful with certain types of product, 
such as fowl, where the skin pro- 
tects the product. Meats requiring 
soaking, such as beef kidneys, are 
defrosted in water successfully. 
Defrosting meat during the cook- 
ing period can be done also, but 
this method increases the total 
cooking time. 

Cooking: When cooking, defrost- 
ed meat handles exactly the same 
as fresh meat. When roasting froz- 
en meat the actual basic technique 
remains the same. The cook should 
use the same oven temperatures 
and bring the meat to the internal 
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NE W 12" Kotex” Pp ads (Bauer & Black Exclusive) 


can be used with sanitary belt 


ANNOUNCEMENT: 


Bauer & Black is pleased to announce a completely 
new style Kotex Pad, the No. 656, 12” long with 
regular-length gauze tabs. This is to meet the de- 
mand by hospitals for a 12” maternity pad which 
can be used with a sanitary belt. 


GREATER ECONOMY 

The new 12” Kotex is 35 % longer than other Kotex 
pads. There is no change in internal construction of 
the new pad; therefore, the pad capacity has been 
greatly increased. In addition, the 12” pad covers 
the perineum and avoids the need for multiple over- 
lapping applications usually necessary with shorter 
pads. Fewer pads used mean a net economy in money 
and nurses’ time. 


PAD SAVINGS UP TO 45% 
Actual tests in hospitals with the 12” pad have 
shown big savings through use of fewer pads per 


Division of The Kendall Company, Chicago 16 


RESEARCH TO IMPROVE TECHNIC...TO REDUCE COST ee y 
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patient per application. One procedure often followed 
calls for the use of three short pads per application, 
the first two days post-partum, followed by two pads 
thereafter. With the new 12” Kotex pad, it was 
found that only two pads at a time were needed at 
first, and after the initial period this is reduced to 
one pad per application. This effects savings as high 
as 45% in number of pads used for each patient. 


PATIENT COMFORT 

The 12” Kotex pads have all the softness, capillarity 
and absorption characteristics—even after sterili- 
zation—long associated with the famous KOTEX 
brand name. These features contribute greatly to 
patient comfort. 

The new style Kotex pad offers effectiveness with 
economy. Ask your Curity representative fora sample. 
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temperature desired. The allow- 
ance of approximately five to 10 
minutes more for each pound must 
be made for the frozen meat. It is 
important that a roast thermom- 
eter be inserted as soon as the 
meat has been thawed to enable 
the cook to determine when the 
meat is well done. 

It often is difficult to get an ade- 
quate brown crust when browning 
meats if they are put in the pan 
in the frozen state. The pan and 
fat must be very hot. The meat 


should be dusted with flour after 
it is defrosted and browned. If 
floured beforehand, a paste will 
form with the defrosting moisture 
and it will not brown. 

Meats cooked in water offer no 
problem whether frozen or de- 
frosted. The simmering time will 
be only slightly longer since the 
meat defrosts very quickly. 


New Bread Formula 


A new bread formula has been 
developed to provide a practical 
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NEO-SHINE Wax will beautify your floors, reduce maintenance ex- 
pence, and prolong the life of your costly floor coverings. It is highly con- 
centrated ... actually fifty per cent richer in wax content than most self- 
shining waxes and will cover a much greater area per gallon. It dries 
bright without polishing. Use WEATHERALL Waterproof Wax for areas that 
require frequent mopping. Write Department H-4 for samples. 
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and inexpensive method of adding 
certain food elements frequently 
lacking in the ordinary diet. This 
bread has been developed by the 
New York State Department of 
Mental Hygiene for use in its hos- 
pitals and schools. 

The new formula includes 6 per 
cent full-fat soy flour and 8 per 
cent fat-free dry milk solids in 
addition to standard enriched white 
flour. The bread not only adds 
needed food elements (proteins, 
vitamins, minerals) to the daily 
diet but is more palatable and has 
better keeping qualities than the 
average high grade loaf. The new 
formula has been achieved at no 
increase in cost. 

An analysis of the average com- 
mercial loaf of enriched bread and 
the New York State loaf is given: 


Ingredients Average New York 
per pound Commercial State 
of bread loaf loaf 

Protein (grams). 36.3 61.5 
Fat (grams) pee 17.3 16.7 
Carbohydrate 

(le ere 221.0 309.9 
Oe 2211 1,636 
Calcium (grams).. .204 48 
Phosphorous ........ 445 845 
Iron 

(milligrams) .... 8.2 14.6 
Vitamin A 

(C0 LS — 627 
Thiamin 

(micrograms) ..1,090 1,977.8 
Riboflavin 

(micrograms) .. 699 1,806.5 
Niacin 

(milligrams) .... 10.0 140.5 
Ascorbic Acid 

(milligrams) ..... —— 221 


Food Cost Manual 


A new manual for dietitians, 
“Food Cost Accounting for the 
Small Hospital,” now is available 
from the American Hospital Asso- 
ciation. It is written in three short 
sections. The first is a 14-page step- 
by-step procedure to follow when 
setting up a food cost system in 
the hospital. The method of food 
control from purchasing through 
receiving and issuing is explained. 

The second section contains a 
complete stock index listing system 
for food stores. It is prefaced by a 
brief instruction sheet. 

Six sample forms that may be 
reproduced when carrying out the 
procedures complete the booklet. 
Copies of the manual cost one dol- 
lar each.—MARGARET GILLAM. 
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« | Hospital Administrators hnow... 
from years of experience that 
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: o> Jg” ... wash better 

wear longer 

require fewer repairs 
give more warmth 


In thousands of hospitals all over the country, Colossus 
Blankets are making hospital work easier, and patients 
more comfortable. 
: That’s because Colossus Blankets are made expressly for 
— hard hospital usage—with extra stamina, extra bulk woven 
right into the fabric. 

Colossus Blankets have 35% more threads per inch than the 
usual blankets of standard construction. They have one 
quarter to a full pound more bulk by weight. 
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he It’s this tougher, heavier construction that makes Colossus 
ole Blankets wear better, wash better, last longer. It gives them 
30- = . . Z . . 
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Administrative Training in the 


COLLEGE CURRICULUM 


THE COLLEGE CURRICULUM IN Hos- 
PITAL ADMINISTRATION, a final re- 
port by the Joint Commission on 
Education, Charles E. Prall, Ph.D., 
director. 110 pp. Chicago: Physi- 
cians’ Record Company. 1948. $2. 

HIS BOOK ROUNDS up the re- 

maining commission studies de- 
signed to help schools of hospital 
administration build their curricu- 
la and make longtime plans for 
student placement. 

It is divided into three parts. The 
first appraises the nature of hospi- 
tal administration, explains how 
one gains competence in this call- 
ing; and presents a logical plan for 
developing the curriculum. The 
second deals with actual course 
content and staffing plans. The 
third shows how the demand for 
trained students can be ascertained 
and sets up quotas for annual out- 
put based upon present turnover 
in administrative positions. Parts I 
and II are the result. of commission 
deliberations, with Mr. Prall doing 
most of the writing; Part III is a 
staff project by Mr. Prall and his 
assistant, Paul B. Gillen. 

Though the parts of the_ book 
can be read independently, they 
progress logically from the study, 
“Problems of Hospital Administra- 
tion,” which was published by the 
commission earlier in the year (see 
“Administrator’s Troubles,’ Hos- 
PITALS, May 1948). 

Thus the second book, in effect, 
translates the administrative prob- 
lems found in the field study into 
curriculum prescriptions and winds 
up with the necessary quantitative 
estimates for student admissions. 

In this Mr. Prall and the com- 
mission have done the profession 
a great service. Theirs is the first 
attempt to formulate a plan of edu- 
cation based upon the concept that 
distinctive training is required for 
administration. 

Estimates of the demand for new 
administrators are based on two 
separate studies. One investigates 
the top administrative openings in 
1,700 hospitals for the year 1946. 


88 


The other measures the potential 
openings, now unfilled, for second 
officers in 290 general hospitals. 
The first gives a measure of the 
continuing demand, the annual 
need for administrative replace- 
ments. The second shows how stu- 
dent placement can be cushioned 
by a temporary demand, a non- 
recurring avenue of placement 
which can, however, absorb any 
present excesses of graduates. 

The authors believe that today 
the replacement need in top admin- 
istrative positions justifies an an- 
nual output of 105 course graduates. 
They go further to set up 135 as 
the quota suited to each of the 
years ahead. When provision is 
made for the probability that 
course graduates will be drawn off 
into other lines of work, these esti- 
mates become 135 for immediate 
needs and 160 for the future. The 
authors think that the 290 hospi- 
tals making up the second study 
group soon will be able to offer 110 
new assistantships for graduates. 

This last figure is not intended 
as an expression of all future op- 
portunities in second officer posi- 
tions. It stands only as an index 
of understaffing in a selected group 
of hospitals. 

The sampling was chosen as rep- 
resenting, in the author’s opinion, 
the hospitals most ready and most 
likely to employ course graduates 
in newly created administrative 
positions.’ 

Readers will be interested in the 
technique used in the study of ad- 
ministrative turnover. The authors 
went through the 1946 American 
Hospital Directory to find all the 
administrative changes in a select- 
ed group of hospitals. There were 





Inquiries about books reviewed 
here should be addressed to the 
American Hospital Association Library 
-~Asa S. Bacon Memorial, 18 E. Divi- 
sion St., Chicago 10. The Literature 
department is edited by Helen V. 
Pruitt, librarian. 











365 in the period between the two 
directories—1945 and 1946. Ques- 
tionnaires sent to the new incum- 
bents brought 350 replies, a re- 
markable response. One hundred 
eighteen of these had come from 
top executive positions in other 
hospitals. This pared the group 
coming in—replacements—to 232, 
Returns showed that this group 
came from a variety of occupations, 
some related to hospital adminis- 
tration, others totally unrelated. 
There were 41 in the “unrelated” 
classification, being second in size 
to those who had previously acted 
as assistant administrators. The 
authors believe that with a supply 
of trained and experienced stu- 
dents in the offing, hospital boards 
gradually will draw away from 
some of the customary avenues of 
supply and take more hospital ad- 
ministration graduates to fill ad- 
ministrative vacancies —D.M.K. 


Nursing Needs 


NURSING FOR THE FutTuRE. Esther Lu- 
cile Brown, Ph.D., director of the 
Department of Studies in the Pro- 
fessions, Russell Sage Foundation. 
New York: The National Nursing 
Council. $2. 

This study emphasizes the failure 
of nursing groups, hospitals and 
health agencies to provide the pub- 
lic with adequate and competent 
nursing care. The point of view 
taken is not what the nursing or- 
ganizations may desire but what is 
the best for society. 

This study approaches future de- 
mands for nursing care from two 
basic tenets. First, under present 
practices of recruitment and train- 
ing, the supply of graduate nurses 
never will be adequate. Nurse 
needs in 1960 are estimated under 
present usage to be 500,000, 200,- 
000 more than are currently avail- 
able. Even at a rate of 40,000 new 
nurses a year, future demands will 
not be met. 

Second, the present authoritar- 
ian system of nurse training is too 
restrictive to make nursing attrac- 
tive to prospective students. Lack- 
ing is ample opportunity for free- 
dom of individual expression and 
the development of initiative. 

Conditions in 1,250 schools of 
nursing also are considered unsat- 
isfactory. The analysis shows that 
88 per cent of the students have 
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not progressed beyond high school. 
Three hundred schools of nursing 
have fewer than 50 students; en- 
rollments vary from five to 442, 
with a median enrollment of 73. 
The average school has only three 
full staff teachers; instruction ex- 
perience is inadequate. Affiliations 
are quite often necessary. Individ- 
ual schools are too expensive to 
operate under adequate standards. 
Many areas do not have enough 
nurses. The study makes several 
recommendations for the allotment 
of nursing functions: 


Inservice training for improve- 
ment in nongraduate and gradu- 
ate groups should be fully utilized. 
The practical nurse can function 
on a higher level than the auxiliary 
worker. Home nursing can be done 
by the practical nurse. There is a 
need for careful and conscientious 
analyses of the potentialities of 
each group. Their determinations 
should be supported by sound 
legislation in states without stat- 
utes, and by revision of existing 
legislation elsewhere. This is to 
make mandatory adequate stand- 
ards for the training and employ- 
ment of auxiliary nursing workers. 


Anxiety 


Nursing organizations have com- 
mitted themselves to a definition 
of the duties that can be performed 
by the nonprofessional employees. 
Their objections to extended use of 
auxiliary .workers are based on 
anxiety concerning the quality of 
patient care, the future of nursing 
organizations itself and the threat 
to professional status. 


Emphasized is the fact that thou- 


sands of graduate nurses have rela-- 


tively little education and _ that, 
from the educational viewpoint, 
the majority of hospital schools 
cannot be classified as professional. 
It is recommended that the term 
“professional” be restricted to 
nurses who can qualify by proper 
educational standards, those who 
are graduates of accredited educa- 
tional schools, and who have quali- 
fied by examination in a special 
Capacity. 

The study says that the profes- 
Sionzl nurse should be a skilled 
technician in the performance of 
Psynotherapeutic functions. She 
shoud be capable of critical ob- 
Ser\:tion of the patient and of 


SEPT: MBER 1948, VOL. 22 


functioning as a physician’s assist- 
ant. Presented are some 104 pro- 
fessional duties, which could be 
performed by the physician but 
which are now relegated to the 
clinical nurse. 

Present standards of practical 
nurse schools are rated inadequate. 
Proper preparation for practical 
nursing, the study says, should 
consists of 12 months of classroom 
and practical training in an edu- 
cational institution, not a hospital, 
and another year of supervised 
practice before licensure. 

According to the study, present 
graduates of hospital schools should 
be rated as semiprofessional and 
thereafter be classified as bedside 
nurses. Hospital schools of nursing 
are evaluated as distinguished, rel- 
atively good and socially undesir- 
able. Of the 1,125 schools partici- 
pating in the United States cadet 
corps program, only 13 per cent 
were rated good or excellent. Dis- 
tinguished schools are few. Almost 
30 per cent fell below the grade of 
fair. There were 646 schools in this 
category. Rated poor were 256 
schools; and 76, very poor. 

The conclusion of this study is 
that over 600 schools can be elimi- 
nated as_ socially undesirable. 
Schools classified as relatively good 
should be closed or improved by 
limiting two years of the curric- 
ulum solely to education. There 
is an implication that these schools 
might be more effective if in- 


dependent of hospitals. Central 
schools and junior colleges may 
not be entirely satisfactory. Junior 


* colleges should provide instruction 


without expense to students or hos- 
pitals. Junior colleges with three 
years of instruction are termed ac- 
ceptable. 

Attention is directed to five-year 
university affiliated schools which 
have produced only a small num- 
ber of graduates with degrees. 
These should be converted to actual 
university teaching programs, with 
the same degrees and recognition 
given to other university groups. 
Specialized hospital schools should 
be discontinued in favor of good 
affiliation programs with accredit- 
ed basic curriculum schools. — 
Coben). 


English Storerooms 


THE ORGANIZATION AND MANAGEMENT 
oF HospiraL Stores. Capt. J. E. 
Stone. 105 pp. London: Faber and 
Faber. 1948. 15 s. 

This is an excellent collection of 
most of the known facts on the 
subject, highlighted by the author’s 
original thinking and presented in 
a concise and easily readable man- 
ner. I am sure that a stores catalog 
and standard nomenclature are 
omitted only by oversight. 

Yet this still is a valuable and 
long overdue publication. It offers 
any hospital, regardless of size, a 
useful guide for stores arrange- 
ment.—L. P. G. 


Reference Guide 


PLANNING HOSPITAL CONSTRUCTION 


N May 1946, “Elements of a 


General Hospital’ was pub- 
lished in HosPITALs. This 46-page 
section contained plans for several 
hospital departments and units and 
included suggested layouts for 50, 
100 and 200-bed hospitals. The 
interest it stimulated was evidence 
of the hospital field’s great need 
for this kind of information. Re- 
prints of these plans, which orig- 
inally were developed by the Divi- 
sion of Hospital Facilities of the 
U. S. Public Health Service, have 
been distributed widely. 


In answer to that need for more 
information, the American Hospi- 
tal Association since that time has 
made three important contribu- 
tions to planning literature. The 
most recent is the product of the 
planning institute conducted by the 
Association at Chicago last Decem- 
ber. It was compiled by Roy Hud- 
enburg, secretary of the Associa- 
tion’s Council on Hospital Planning 
and Plant Operation. 


TRANSCRIPT OF THE INSTITUTE ON 
HOSPITAL PLANNING. 244 pp. Chicago: 
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The American Hospital Association. 
1948. $5. 


> This newest Association publica- 


tion is designed to give informa- ° 


tion on hospital design that will be 
useful to the administrator and the 
building committee chairman. 

It covers the organization of a 
building campaign in its early 
stages and provides a foundation 
for many of the early decisions. In 
the discussions are both the de- 
tailed and general phases of archi- 
tectural problems in connection 
with hospital construction. 





The high caliber of the institute ers. The architect, as well as «he 
faculty adds value and validity to - hospital executive, will find tis 
the presentation. The lectures were volume to be valuable refere):ce 
given by recognized authorities in material. 
hospital and architectural fields. 





Among the contributors are Gra- LECTURES AND DISCUSSIONS Pxe- 
ham L. Davis, Association presi- SENTED AT THE AMERICAN HOspPI?au 
dent; Joseph G. Norby; Jacque ASSOCIATION INSTITUTE ON DEsicn, 
Norman; Fred G. Carter, M.D.; CONSTRUCTION AND NEW EQUIPMENT 

: ‘ : FOR Foop SERVICE IN HOSPITALS. 260 
James A. Hamilton; Herman Smith, pp. Chicago: The American Hospital 


M.D., and Joseph Turner, M.D. Association. December 1946. $5. 
Architects included on the faculty 
are Carl Erikson, H. Eldridge Han- 
naford, Lewis J. Sarvis, Marshall 
Shaffer, E. Todd Wheeler and oth- 


> There is a close alliance in the 
dietary department between good 
work organization and the proper 
flow of traffic and efficient plan- 



































ning. Several of. the institute’s ses- 
sions were devoted to this problem. 
It is discussed by dietitians, admin- 
istrators and architects. Horizontal 
and vertical food transportation, 
centralized food service are two of 
the other subjects covered in the 
lecture and discussion periods. 


PLANNING THE COMMUNITY Hospl- 
TAL. 118 pp. Chicago: The American 
Hospital Association. 1946. $1.50. 

> This is a selection of the best from 
the literature in the journals on 
hospital planning. In choosing the 
articles there were two criteria— 
if it helps the administrator in his 
description of new construction re- 
quirements to the architect and if 
it helps him to analyze the archi- 
tect’s sketches. 





> The Association library maintains 
a file of blueprints on hospital con- 
struction. Though not in circula- 
tion, they still are available for 
study in the library. Photostatic 


: copies of specific plans may be 
AINTENANTCE FRODUCTS | tres: at cost sr tasout sncets 


Tested» A, 


certain departments may be re- 
quested and photostated. Such se- 
lections should be made with the 
help of the Council on Planning 
and Plant Operation. 

The Association made another 
contribution when it published in 





* Hillyard’s Non-skid Floor Treatments and Maintenance the January 1948 issue of its jour- 
Products properly protect and make attractive all types of nal, HOSPITALS, a special section 
floors, insuring a safety factor of non-slippery floor surfaces entitled “Plans of General Hospi- 


easy to keep clean. They produce sanitary, labor saving con- 
ditions. In every classification, Floor Seals ; Finishes; Waxes; 
Dressings and Cleaners, they give entire satisfaction. 


* There is a Hillyard Floor Treatment Maintaineer near 
you. Call or wire us today, his advice and recommendations 
are given without obligation. 





tals.” These plans were produced 
by the Division of Hospital Facil- 
ities of the U.S. Public Health 
Service. They range in size from 
the small eight-bed community 
clinic to the 200-bed general hos- 


: H a LLYA ae D SA L E Cc O's ‘ pital and are accompanied by 
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explanatory text. 
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ing supplement these contributions. 
They give a thorough background 
in numerous phases of planning for 
hospital construction. 


HOSPITALS — INTEGRATED DESIGN. 
Isadore Rosenfeld. 308 pp. New York: 
Reinhold Publishing Corporation. 
1947. $10.75. 
> While this book is concerned pri- 
marily with the design of larger 
hospitals, the architect planning 
any size hospital will find substan- 
tial assistance in some chapters of 


this well illustrated volume. The 
chapter on laboratories gives the 
architect a good general back- 
ground for interpreting the path- 
ologist’s needs. The author shows 
a deep concern for the comfort of 
the patient and the problems of the 
hospital worker. 


HOSPITAL PLANNING. Charles Butler 
and Addison Erdman. 236 pp. New 
York: F. W. Dodge Corporation. 1946. 
$15. 


> This book highlights many of the 
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problems faced by the _ hospi:al 
planner. There are 291 drawirgs 
and photographs of actual hospit.ls 
representing the work of many 
architects. These drawings are 
worth many pages of text. The 
authors have discussed the consid- 
erations which must influence the 
thousands of decisions that go into 
the layout of a hospital building. 


THE MOopERN SMALL HOSPITAL AND 
COMMUNITY HEALTH CENTER. 138 pp. 
Chicago: The Modern Hospital Pub- 
lishing Company. 1946. $7.50. 
> The source material for this book 
came from the 1944 architectural 
competition of the Modern Hospital 
Publishing Company. The plans are 
large enough to permit easy read- 
ing, and enough text is included to 
describe the contemplated commu- 
nity, its needs and peculiarities. As 
suggested in the title, there also 
are designs for health center facil- 
ities included within the hospital. 


TUBERCULOSIS HOSPITAL — 200-BeEpD 
Capacity. .J. B. Basil, consulting ar- 
chitect for the Committee on Sana- 
torium Planning and Construction, 
American Trudeau Society. 10 pp., 7 
plates. New York: National Tubercu- 
losis Association. 1945. 
> Used in conjunction with the text, 
Tuberculosis Hospital Planning and 
Construction—also written by Mr. 
Basil, this book gives administra- 
tors a model for tuberculosis hos- 
pital construction. Taken together, 
the two books are a valuable refer- 
ence and guide, but of course the 
individual adaptation will vary 
with local conditions. 

Administrators planning tuber- 
culosis units in general hospitals 
also will profit by the study. 


PLANNING AND CONSTRUCTING THE 
GENERAL HospITAL. 44 pp. Toronto: 
Department of Hospital Service, the 
Canadian Medical Association. 1945. 
50 cents. 
>» Although designed primarily to 
meet the specific needs of hospital 
construction in Canada, the study 
of this book will be of interest to 
administrators and architects any- 
where. Major emphasis is placed 
on a hypothetical hospital of 200 
beds, with layouts for departments 
and units. Also included are floor 
plans for smaller hospitals, espe- 
cially those that operate in con- 
junction with health center facili- 
ties. 
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MEDICAL REVIEW 





BCG Vaccination for Hospital 
EMPLOYEE PROTECTION 


HE DISCOVERY OF unrecognized 
ate of tuberculosis among 
hospital patients and employees as 
a result of routine x-ray screening 
has led many hospital administra- 
tors to consider methods of protec- 
tion against this disease. As a re- 
sult, interest in immunization with 
BCG (bacillus of Calmette-Gue- 
rin) has risen sharply. 

For some time the use of BCG 
vaccine has been under study by 
the U. S. Public Health Service, 
the American Trudeau Society and 
the.medical section of the National 
Tuberculosis Association. Authori- 
ties in these groups believe that 
vaccination with BCG does not 
provide complete protection against 
tuberculosis and cannot be recom- 
mended for the general population. 
Since BCG appears to provide some 
degree of protection, however, it 
is recommended for members of 
groups constantly exposed to tu- 
berculosis if they have a negative 
reaction to the tuberculin test. 

As a statement of policy, the 
executive committee of the Ameri- 
can Trudeau Society and the med- 
ical section of the National Tuber- 
culosis Association present the 
following conclusions on BCG im- 
munization: 

1. BCG vaccine, prepared under 
ideal conditions and administered 
to tuberculin negative persons by 
approved techniques, can be con- 
sidered harmless. 

2. The degree of protection re- 
ported following vaccination is by 
no means complete nor can it be 
regarded as permanent. 

3. On the basis of studies, an 
appreciable reduction in the inci- 
dence of. clinical tuberculosis may 
be anticipated when certain groups 
of people—those who are likely to 
develop tuberculosis because of 
unusual exposure, inferior resist- 
ance or both—are vaccinated. 

4. In the light of present knowl- 
edge, vaccination of the following 
groups of individuals is recom- 
mended, provided they do not react 
to adequate tuberculin tests: 
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Doctors, medical students and 
nurses who are exposed to infec- 
tious tuberculosis. 

All hospital and laboratory em- 
ployees whose work exposes them 
to the bacillus of tuberculosis. 

Individuals who are unavoidably 
exposed to infectious tuberculosis 
in the home. 

Patients and employees of insti- 
tutions of custodial type where the 
incidence of tuberculosis is known 
to be high. 

5. It is recommended that the 
vaccine used be prepared only in 
accredited laboratories. 

6. Immunization should be car- 
ried out on carefully controlled and 
selective groups under adequate 
medical supervision. Record sys- 
tems should be devised for the 
management of the statistical prob- 
lems involved. 

7. BCG immunization should not 
be regarded as a substitute for ap- 
proved hygienic measures or for 
public health practices designed to 
prevent or minimize tuberculous 
infection and disease. 

Immunization ‘is currently con- 
sidered only one of many proce- 
dures to be used in tuberculosis 
control. In hospitals accepting tu- 
berculosis patients and in general 
hospitals as well, immunization of 
nurses, doctors and employees di- 
rectly concerned with the treat- 
ment of patients is worthy of con- 
sideration. A chest x-ray and a 
tuberculin test should be a part of 
the pre-employment examination. 
Every new employee who is tuber- 
culin negative should be immun- 
ized before beginning to work. 


Heart Disease Treatment 
After reviewing the evidence 

collected in the treatment of 800 

patients under the care of 18 col- 





The Medical Review department is 
edited by Charles T. Dolezal, M.D., 
secretary of the Council on Profes- 
sional Practice. 











laborating physicians in 16 differ- 
ent hospitals throughout the coun- 
try, a committee of the American 
Heart Association recommends that 
dicumarol and heparin be used in 
all cases of coronary thrombosis 
with myocardial infarction unless 
there is a definite reason against it. 

Contraindication to this treat- 
ment is a tendency to bleeding or 
hemorrhage. When introduced into 
the patient’s circulatory system in 
the proper concentration, heparin 
and dicumarol act to decrease the 
rate at which blood clots. 

Heparin and dicumarol are par- 
ticularly effective in cases of cor- 
onary thrombosis where one of the 
arteries of the heart is occluded 
causing damage to the muscle of 
the heart because of an inadequate 
supply of blood. They improve the 
circulation through the heart and 
thus assist it in recovering its func- 
tion. Before using the drugs, tests 
should be made daily to determine 
the clotting time of the blood. This 
precaution guards against giving 
too much of the drug which might 
cause hemorrhage. It also is impor- 
tant for guiding the physician to 
give enough to help the patient. 

Though the best results were 
obtained from patients over 60 
years old, the treatment is con- 
sidered valuable enough to be rec- 
ommended for younger patients to 
reduce the number of future at- 
tacks of coronary heart disease. 


Status of Folic Acid | 


Evaluation of the effectiveness 
of any new drug requires time 
and usage by a large number of 
patients. Clinical interest in folic 
acid dates back to 1945. It was then 
that its synthesis and identifica- 
tion as a member of the vitamin B 
complex was established. 

Its therapeutic and research pos- 
sibilities began in 1946 with the 
announcement of its beneficial use 
in cases of macrocytic anemia. 
Other reports soon followed, dem- 
onstrating effectiveness in patients 
with sprue, anemia of pregnancy, 
and pernicious anemia. 

Being available in tablet form 
and therefore capable of oral ad- 
ministration, folic acid at one time 
was heralded as an advance over 
the usé of liver extract in the treat- 
ment of pernicious anemia. Dis- 
couraging factors in early use were 
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The flexible center section gives the Deckert Spring four movable, 
adjustable sections. That is why the spring can be adjusted to 
18 standard positions — six more than formerly possible! The 
“wing” section permits: 





1. Easy adjustment for any medical or surgical treatment. 
2. Simplified, jiffy bedpan service. 


3. Adjusts to Trendelenburg or Fowler positions without 
use of elevating stems or blocks. 


4. Adjustment for cardiac and eye treatments. 
5. Improved orthopedic and fracture positions. 






6. Special hyperextension positions, and many others. 
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and keeps patients comfort- 
able under all circumstances.” 
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it really was your idea—this practical, Simmons improved Deckert Multi- 
position Spring. It was designed only after Simmons consulted nurses, 
supervisors, doctors and administrators. 


You wanted a sturdy, easily maneuverable spring that would enable you 
to put a patient into a maximum number of positions for treatment or com- 
fort, with the least physical effort. So Simmons re-designed and improved 
the Deckert Multi-position Spring—added. a flexible “wing” center section! 


Here is a spring unequalled for maneuverability, usefulness, simplicity of 
action, sturdy construction, long life, and patient comfort! 


Every new hospital should include the versatile Deckert Multi-position 
Spring in its budget. And, no established hospital should select new springs 
until administrators and the budget committee have seen this practical 
spring demonstrated. Why not buy for a lifetime of trouble-free service? 


See your nearest Simmons hospital supply dealer or write. 
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its high cost and toxicity to the 
patient in the dosage then em- 
ployed. 

In a recent critical appraisal of 
folic acid, Dr. Robert W. Heinle, 
assistant professor of medicine at 
Western Reserve University Med- 
ical School, summarizes the effec- 
tiveness of this drug: 

“When used early:in the course 
of treatment of macrocytic anemia, 
the results obtained are compa- 
rable to those with liver extract. 
Its inability to prevent neurologic 





relapse and in some cases hemoto- 
logic relapse in pernicious anemia 
makes it imperative to state that 
liver extract remains the pre- 
ferred treatment for pernicious 
anemia. 

“Folic acid and anti-pernicious 
anemia principle of liver extract 
are riot identical substances and 
probably are not chemically re- 
lated. Its value in the treatment of 
pernicious anemia is therefore 
limited to use as a substitution 
treatment for liver in case of pa- 
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tient sensitivity to liver extract. 

In the treatment of sprue, it i 
extremely effective and is prob 
ably preferable to liver extract. 


Ten-Minute Brain Operatio:: 


A safe, simple 10-minute opera 
tion that is assisting in the resto 
ration of mentally sick people to 
health and sanity, was announced 
by Dr. Walter Freeman of Wash- 
ington at a meeting of the Amer- 
ican Psychiatric Association. 

Combined with  electro-shock 
treatment, it succeeds in one-third 
of the schizophrenia patients and 
one-half of those: suffering invo- 
lutional mental disorders. The latter 
disorders are those of depressions 
and other emotional states due to 
mid-life disturbances. 

Known as transorbital lobotomy, 
the operation consists of cutting 
into the lobe of brain with a deli- 
cate instrument inserted through 
the bony part of the eye socket in 
the front of the brain. The opera- 
tion is performed during the state 
of unconsciousness immediately 
following electric shock. 

The success of this type of oper- 
ation is believed to be due to cut- 
ting the connections between the 
frontal lobe of the brain, often 
spoken of as the dynamo of mental 
sickness, and other parts of the 
brain. 

A similar type of operation per- 
formed in the past is pre-frontal 
lobotomy, in which a hole must be 
drilled through the skull. The brain 
connections then are severed. 

Topectomy, a formidable opera- 
tion in which certain parts of the 
frontal lobes of the brain are re- 
moved, also has been performed 
successfully. 

Operations upon the frontal lobe 
of the brain for mental illness are 
a relatively recent innovation. 

When the patient shows im- 
provement, it is dramatic and im- 
mediate. The chief advantage of 
transorbital lobotomy is that it is 
a minor operation which can be 
performed by psychiatrists in men- 
tal hospitals and does not require 
a general anesthetic. 


Combined Immunization 


Combined immunization of chil- 
dren against diphtheria and whoop- 
ing cough gives better and more 
substantial protection than sepa- 
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when you have an EDISON ELECTRONIC 
VOICEWRITER Close at hand. 


While the information is fresh in your 
mind, reach for the microphone. No delay 
. no forgetting . . . no chance of error. 


The new Edison development—Ear- 
Tuned Jewel-Action—makes the clearest 
possible record of your voice. Whether you 
talk fast or slow .. . soft or loud .. . your 
words reach the transcriber with utmost 
clarity. The high tones—which are respon- 
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rate administration for each dis- 
ease. This finding was reported by 
Dr. Joseph A. Bell, senior surgeon 
of the U. S. Public Health Service, 
in the Journal of the American 
Medical Association. 

The method consists of injecting 
an alum-treated mixture of whoop- 
ing cough vaccine and diphtheria 
toxoid in two doses, four weeks 
apart. Injections are effective in 
babies as young as two to five 
months. Side reactions are “few 
and negligible.” 


This method is advocated for the 
prevention of epidemics of diph- 
theria because of the simplification 
of the immunization and its in- 
creased protective value against 
diphtheria. 

Dr. Bell’s study revealed that 
one year later children who re- 
ceived the mixed or combined pro- 
duct had only one-third as many 
positive Schick reactions, showing 
susceptibility to diphtheria, as did 
those who received unmixed vac- 
cine. 








Take a piece of RLP Surgical Tubing or RLP Labora- 
tory Tubing in your hands; notice the smooth seamless 
surface inside and out. Squeeze it — feel its soft but lively 
resilience. Now stretch it hard — see how it snaps back to 
shape without distortion. You'll find that though soft and 
pliable it is also very tough! Now try the same treatment 
on a piece of ordinary rubber tubing. You'll feel the differ- 


ence immediately. 


All RLP Tubings are made from pure liquid latex with 
no minerals or coagulants used in their manufacture. They 
are non-toxic and resistant to age and stor- 












age deterioration. 


RLP Laboratory Tubing is black for 
maximum resistance to light, RLP Surgical 
Tubing is translucent amber. Both are 
available from your suppliers. Remember 
next time you order to specify RLP for the 
finest latex laboratory and surgical tubing 
it is possible to buy. 






: Pure Latex Laboratory Tubing 
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oducts Inc. 














The mixed product was found ‘0 
be more effective even when givin 
before the child is six months od 
than was the toxoid alone when 
given at any age under one year. 

Children who received only one 
dose of either the mixed product or 
the toxoid were immunized only 
one-third as well as were children 
who received two doses. 

The average annual attack rate 
of whooping cough in children who 
received two doses of the combined 
product was slightly more than 3 
per cent, while that of children 
who received only one dose was 
slightly more than 8 per cent. 

The incidence rate in children 
who received no whooping cough 
vaccine was 11 per cent. 


Sunbathing 


For most of us vacations are now 
just a pleasant memory. A few, 
though, only want to forget. Be- 
cause of severe sunburn and pain- 
ful blisters, their days of sunshine 
are just a bad memory. 

According to Vivian Vieweger in 
Hygeia, “Sunshine is less important 
than you think.’’ Acknowledging 
some benefits, she warns that they 


’ are insignificant when compared to 


the dangers of overexposure. 

Too much sunlight may cause a 
large number of the red blood 
corpuscles to dissolve and liberate 
two chemicals. One of these, called 
porphyrin, is photodynamic—that 
is, it makes the sunlight more 
damaging to the body tissues. 

The second chemical is hista- 
mine. It is thought to be respon- 
sible for the itching and blistering 
and even for the actual sickness 
that may follow sunburn. Inflamed 
skins, nerve damage, delirium, 
general intoxication, and even 
death have been attributed to his- 
tamine. 

Concerning commercial anti- 
sunburn preparations, she advises 
that they do give some protection, 
but generally the more attractive 
the preparation the less useful it 
usually is. 

Yellow and white petrolatum 
jelly are also effective. 

The scientific approach to suc- 
cessful sunbathing is to regard rest, 
fresh air, proper diet, congenial 
occupation, and favorable environ- 
ment equally important. 
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Price Index at New Peak with 
ALL RECORDS BROKEN 


in July broke a record that 
had been established 28 years ago 
to hit an all-time peak. The week 
ending July 17 was the top, with an 
index of 168.9. That. meant whole- 
sale commodities were selling for 
an average of 168.9 per cent of their 
base-period 1926 values. 

This 168.9 index also meant a 
dollar value, based upon 1926 
standards, of only 59.2 cents for the 
week ending July 17. This is 0.6 
per cent less than the May 1920 
dollar value of 59.8 cents, the pre- 
vious all-time low. 

By the end of July, prices had 
fallen slightly, from 168.9 to 168.3. 
Sharp increases in iron and steel 
products were driving the index 
higher, but farm products and 
foods were dropping to keep the 
index in line. 

Meat prices were largely respon- 
sible for the July 17 all-time high, 
having taken a 7.1 per cent jump in 
a single week. By the end of the 
month they had dropped only 
slightly. Throughout July and Au- 
gust, the headlines told of new 
buyer strikes and other measures 
of consumer resistance. Some 
butchers even closed their shops 
rather than charge the kind of 
prices demanded by the times. 

But consumer resistance, which 
may be all right for the average 
healthy family, could not be prac- 
ticed by hospitals. They continued 
and will continue to pay the price 
no matter how high it goes. 

Despite the new highs, a few 
wholesale commodities are still 
cheaper than at the start of this 
year. Farm products ended July 
3.51 per cent lower than on Janu- 
ary 3. Chemicals and allied prod- 
ucts were down 1.41 per cent, semi- 
manufactured articles dropped 3.17 
per cent, and raw materials were 
down a fraction. (See Table I.) 

Everything else was _ higher. 
Even with their late-July drop, 
food prices were above January 3 


Win su 1 COMMODITY PRICES 
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levels. Fuel and lighting material 
prices climbed in July; so did prices 
on building materials and manu- 
factured products. Textile prices 
were up a little. 

Table II shows what has hap- 
pened to prices since controls were 
lifted in June 1946. The June 1946 
dollar was valued at 88.6 cents. 
The June 1948 dollar was worth 
but 60.2 cents—a decrease of 28.4 
cents, based on 1926 standards. The 





July 31 index of 168.3 brought the 
dollar even lower, to 59.4 cents. 
These figures came back to haunt 
the special session of Congress last 
month. The session ended with a 
law restoring wartime controls on 
time payments and restricting bank 
credits, but Congress steered clear 
of the controversial price-wage 
control issue. That had been asked 
by President Truman when he 
called the special session. 

A backward glance at the Sep- 
tember 1947 issue of HOSPITALS 
shows that prices a year ago had 
reached a new wartime peak, with 
an index of 159.6, and a dollar 
value of 66.4 cents. Comparing 
these figures with the current in- 
dex, hospital purchasing agents 
can consider even inflation-ridden 
1947 as “the good old days.” 





Aug.2 Jan.3 July 3 


COMMODITY 1947 1948 1948 
All commodities -......... -151.3 164.4 166.7 
Farm products .......... -.-180.8 199.2 197.2 
SF eae 168.0 181.3 184.1 
Textile products ............ 139.0 147.5 148.1 
Fuel and lighting 

ei i, are 109.7. 128.5 134.1 
Building materials ........ 176.6 189.4 197.6 
Chemicals and allied 

DOIN. © css craci esac asses 116.9 135.0 135.5 
Raw materials ..............165.6 184.5 184.3 
Semi-manufactured 

TO eee ee ei 147.2 157.9 154.0 
Manufactured products 146. 156.6 160.9 


Source: Bureau of Labor Statistics. 





TABLE 1—A RECORD IS BROKEN 


Weekly Index Numbers of Wholesale Prices—1926=100 


The weekly index is calculated from a one-day-a-week price. It is designed as an indication 
of week-to-week changes and should not be compared directly with the monthly index. 


% of change 
1/3/48 8/2/47 
July 10 July 17 July 24 July 31 to to 

1948 1948 1948 1948 7/31/48 7/31/48 


166.8 168.9 168.2 168.3 +2.4 +11.2 
196.1 198.1 194.6 192.2 —3.5 + 6.3 
185.3 191.2 190.4 187.7 +3.5 +11.7 
148.1 148.0 148.1 148.3 + 5 + 6.7 
134.7 135.8 136.5 1368 +64 +24.7 
197.5 197.9 198.0 200.7 +60 +13.6 
134.5 134.5 132.9 133.1 —1.4 +413.9 
184.2 186.4 184.6 183.4 — .6 +10.7 
154.0 154.7 154.5 152.9 —3.2 +4 3.9 
161.1 163. 163.1 164.1 +48 +12.4 








June June 





COMMODITY 1938 1940 
Aa commoanies” ........................ 183 Lie 
FON, PFOCUCTS: .....;.-.....5..:......-.--. CBT 66.2 
RSE een: SF 70.3 
Texte proqucts ...............-:-:-.... 65.5 72.6 
Cotton goods ............. ee ee 63.9 68.4 
Fuel and lighting materials........ 76.4 71.4 
Pe A, | nny CA T7.1 
Bituminous coal ........................ 97.5 95.7 
es ee sae 85.0 74.2 
MR nix Apvachacincch cceesees RRR i 87.4 
Building materials -...... Spica 92.4 
. £3 Seen 90.6 90.2 
Cement : .... 89.9 90.6 
eR SOARED." 94.8 
Paint and paint materials.......... 80.1 85.2 
©’umbing and heating 

SUTIN ao cc socaacnacevessadsiesoeseces 77.2 80.5 
Structural steel .......... eee ee 
Other building materials............ 93.3 93.0 
Drugs and pharmaceutical 

TOTNES iacontesssceuscsenonnce . 76.4 82.2 
Raw materials ....... ERA mp RE ree} 70.7 
Semi-manufactured articles ...... 74.1 77.9 
Manufactured products ..... 82.2 80.5 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—THE SINKING DOLLAR 


Monthly Index Numbers of Wholesale Prices—1926=100 


Purchasing power of dollar SO SUITE $1.290 $1. 


June June June June 
1942 1944 1946 1947 1948 1948 


98.6 104.3 ‘112.9 147.7 163.9 166.2 
104.4 125.0 140.1 177.8 189.1 196.0 
99.3 106.5 112.9 161.8 177.4 181.4 
97.6 97.8 109.2 139.9 150.2 149.6 
112.7 143.9 1394 196.2 217.8 213.1 
78.4 . 83.3 87.8 104.0 132.6 133.1 
85./ 955 306.5 Tig %Z5.6 22.2 
109.2 120.4 132.8 145.9 181.8 182.6 
63.3 59.3 67:2 64.4 ad % 
S12 193 79.6 85.8 .89.3 % 
110.1 115.9 129.9 174.1 196.4 196.8 
98.1 100.6 121.3 134.7 152.8 153.3 
94.2 96.4 102.6 114.3 128.2 128.8 
131.7 154.7 160 265.5 3129 3132 
100.3. 105.7 108.6 158.8 158.4 158.7 
985 92.4 106.0 119.1 143.2 145.3 
107.3 107.3 120.1 27.7 153.3 153.3 
103.8 103.0 118.4 145.1 163.1 163.5 
119.8 112.0 109.4 156.1 153.3 153.7 
99.8 114.2 126.3 160.2 177.6 182.6 
92.8 93.8 105.7 145.1 153.7 154.3 
98.6 100.9 107.3 142.0 158.5 159.6 
014 $.959 $.886 $.676 $.610 $.602 

















Steps That Bring Efficiency in 
STOREROOM ROUTINES 





ATIENTS WHO SEEK care in our 

hospitals do so with the con- 
fidence that we furnish all services 
necessary to their recovery. This 
means having sufficient supplies on 
hand at all times so that services 
will not be interrupted. 

Having decided which items to 
stock and in what quantities, it is 
necessary that the supplies be 
stored so as to prevent waste, loss 
or damage. Authorities agree that 
if the institution is large enough to 
warrant employing a storekeeper, 
all stores should be under the store- 
keeper’s immediate control and he 
should be directly responsible to 
the superintendent, his representa- 
tive or the purchasing agent. The 
control of stores means more than 
the mere bookkeeping entries and 
forms which must be kept. Keep- 
ing accurate records, while of the 
utmost importance, will not in it- 
self take care of the keeping of 
supplies. The storekeeper also 
must have a knowledge of the best 
methods and conditions under 
which the stocks must be kept. 

In placing material in the store, 
it is necessary that a definite place 
be assigned for everything, and 
that everything be kept in its place. 
Considerable loss may result if 
commodities are not properly 
stored. The conditions of this stor- 
age vary with the item, as follows: 


Differences 

1. X-ray film: This is readily af- 
fected by x-rays, radium, light, 
heat, moisture, chemical fumes and 
gases, and by abrasion and contact 
with the hands. It should be stored 
as far from radium and x-ray 
equipment as possible and handled 
carefully. Unused film deteriorates 
rapidly with age and should not 
be kept long in storage. 

2. Cereals: Unless kept in car- 
tons, they will require bins of 
metal or wood lined with metal to 
keep out vermin, particularly wee- 
vils. These containers should be 





From a paper given at the American 
Hospital Association purchasing institute at 
Denver, Colo., May 17-21, 
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cleaned and scrubbed often to in- 
sure protection against vermin. 
The amount of cereal in a store- 
room should be kept to a minimum, 
especially during the summer. 

3. Canned goods: These items 
may be kept at ordinary room 
temperatures, but should not go 
above 80°. When storing canned 
goods, there should be space be- 
tween stacks to allow for air cir- 
culation. 

4. Flour: It may be kept either 
in sacks or barrels on storage plat- 
forms at least six inches from the 
floor. Continuous care should be 
taken to see that rats, mice and 
other vermin do not get into them. 

5. Linens: A dry room with plen- 
ty of shelving is essential so that 
goods need not be crowded and 
constantly rehandled. Since blan- 
kets must be kept free from damp- 
ness, they should be stored in the 
driest part of the storeroom. They 
also need light to keep the moths 
away. This merchandise should be 
kept in a room with a temperature 
of 65° to 70°. 

6. Stationery and forms: These 
items require a dry room with 
plenty of shelving. Dampness caus- 
es wrinkling. Excess heat spoils 
the gumming on pads. Paper nap- 
kins, tray covers and other such 
items should be kept in the same 
room because they are likely to 
shrink and stick together if they 
become too damp, and time and 
materials are wasted in attempting 
to separate them. 

7. Soaps and dishwashing com- 
pounds: They should be stored in 
a cool dry room. 

8. Medical supplies: Hypo nee- 
dles require dry storage space 
away from acids and reagents 
which tend to corrode or otherwise 





The Purchasing department is ed- 
ited by Leonard P. Goudy, purchasing 
specialist. 


















weaken the metal. Plaster of pari 
bandages are to be kept in a roon 
free from steam or other sources 0: 
moisture. In winter, those band- 
ages which are to be used immedi 

ately should be kept in a war: 

room. 

Periodic inspection of these item 
must be made to guard against 
loss through spoilage by such 
things as leaks in water pipes, ro- 
dents and insects. 

There are three requisites for a 
proper supply system: (1) A prop- 
erly located and arranged store- 
room; (2) in effective stock record 
system and (3) a reliable store- 
keeper. 

No new item should be added to 
the stock in the storeroom until 
approval has been given by the ad- 
ministrator. This will prevent in- 
numerable items being added by 
irresponsible or thoughtless em- 
ployees. The perpetual inventory 
record should be consulted peri- 
odically to determine which items 
have become static and why they 
are not being used. If stocks have 
become obsolete, they should be 
removed from the storeroom and 
returned for credit if possible, dis- 
posed of for their salvage value or, 
if necessary, destroyed. 

More damage is done to supplies 
and equipment in a storage room 
by haphazard storage than in any 
other way. If merchandise must be 
moved about constantly, stumbled 
over or piled up in huge stacks, the 
items cannot be ready for efficient 
use when they are withdrawn. 

If a piece of equipment has to be 
moved around (and carelessly, 
most of the time) to get another 
item out of storage, wear and tear 
are natural results. This shortens 
the useful life of the equipment 
even before it has been put into 
service. Where proper storage is 
maintained, equipment and sup- 
plies always cost less. It is thus im- 
portant to store all items so that 
there will be no reason to handle 
them until they are needed. 

Ordinarily there should be two 
distinct sections of the storeroom: 
One for receiving and storage of 
supplies as received in bulk or in 
original packages, and the other an 
issue section for active service of 
issue. and the keeping of records. 
The two sections may be in the 
same or in separate rooms, but in 
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.... and discuss your oxygen 


therapy department with O.E.M. 





. trained personnel, and learn at 
' first hand how O.E.M., in cooper- 
‘ ation with research laboratories 
) and clinics, has kept its oxygen 
; apparatus abreast of latest med- 
ical developments. 
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0.E.M. MECHANAIRE, the lightweight clinically ap- 
Proved, all aluminum, electrically refrigerated oxygen tent 
, with filtered air, automatic humidity control. NO DE- 


FROSTING — NO RUBBER DUCTS — NO GALE 
CIRCULATION, 


CRED OXYGEN 


405 East 62nd Street 
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See Latest Developments for Better 
Oxygen Therapy 
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O.E.M. ADULT AND CHILDREN’S 
THERMAL-OX OXYGEN TENT, built of 
heavy gauge crystal clear lucite with removable 
ice chamber, with pre-set oxygen concentration 
meter. For use as open or closed top tent. 


Infant Model Also Available. 





O.E.M. BLUE-DOT NEBULIZERS in 3 
styles, provide required dense, fine-particle 
mist for bronchial infections and dense, large- 
particle mist for sinus infections. Special com- 
bination unit for doctor’s office. Cuts treatment 
time to seven minutes. 


VISIT THE 





BOOTHS—1343-1345 
A. H. A. CONVENTION 


THE 











O.E.M. SAFE-GUARD FOUR WHEEL 
CYLINDER TRUCK affords easy, noise- 
less transportation. Retractable rear 
wheels for instant conversion into bed- 
side cylinder holder or storage unit. 
Solid rubber tires, welded steel con- 
struction. 





O.E.M. CLEERLITE CANOPIES of 
vinyl plastic. Complete transparency, ster- 
ilizable in alcohol, seams electronically 
pci pear ye in Hager oc Semi- 





EQUIPMENT MFG. CORP. 


New York 21, N. Y. 


2) REgent 4-3454 








either place, a rather distinct sep- 
aration of the two types of storage 
should be maintained in order to 
keep at a minimum the total area 
of the issue section and therefore 
the labor involved in filling orders. 

The reserve storage section usu= 
ally will serve as a receiving room, 
at least for the more bulky pack- 
ages, and also for storage of bar- 
reled commodities which are dis- 
pensed daily. Both sections should 
be convenient to the receiving en- 
trance. 

The receiving room should be 
wide enough to allow uncrating 
and unpacking some of the goods 
before they are taken into the 
storeroom. Occasionally a delivery 
will have to remain in the receiving 
room until it can be disposed of 
properly, and there must be room 
for other traffic in the meantime. 

The storeroom storage space 
may be made up of a series of in- 
terchangeable shelving units which 
can be neatly set in rows back to 
back, between windows which al- 
low for light and ventilation. The 
bottom shelf should be six inches 
above the floor to protect mer- 
chandise from moisture and from 
damage during cleaning or floods 
caused by leaking or broken pipes. 

The use of adjustable shelving 
makes it possible to store different 
size items without wasting storage 
space. The space between the rows 
of shelving should be wide enough 
for the passage of some type of 
conveyor for the distribution and 
collection of goods. Single shelves 
along the walls should be 12 to 18 
inches wide. 


How Equipped 


Some items of equipment neces- 
sary for storeroom use are a plat- 
form scale, a small beam scale, 
hand trucks, paper bags, twine, 
wrapping paper and cutter, and a 
skid for unloading heavy objects. 
A work bench or table is essential 
and should be used for filling or- 
ders or checking in deliveries. 

A small office should be main- 
tained for the hospital storeroom 
workers. It should contain a desk, 
chair, telephone, and the necessary 
equipment for the filing of pur- 
chase orders, receiving slips, freight 
bills, stock issues, and for items 
that occur in the daily storeroom 
routine. In the storeroom a dutch 
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or grill door and counter at the en- 
trance and a push bell with suffi- 
cient buzzers: to be heard by the 
storekeeper in whatever portion of 
the store he may be, will protect 
the supplies and yet allow for effi- 
cient service. 

All items carried in the store- 
room should be grouped or classi- 
fied for convenience and dispensing 
in the following classifications: 

Housekeeping 

Laundry supplies 

Medical and surgical 

Stationery 

Linens 

Groceries 

Dishes 

Such grouping is advantageous 
when special days are designated 
for the requisitioning of supplies 
for certain departments. The store- 
keeper can fill his supply baskets 
for each division without running 
around the entire storeroom area. 


ISSUING 


The accurate issuance of store 
items is the major factor in main- 
taining a reasonably correct per- 
petual inventory system. Issuing 
supplies involves two tasks: The 
preparation of the requisition and 
the actual routine of collecting the 
items requested and delivering 
them to the departments. Spaces 
for the following information 
should be included on any store 
requisition: 

Date 

Department 

Quantity requested 

Price column 

Signature space for the person 
making out the requisition 

Department head 

Store clerk filling the order 

Store clerk checking the order 

Delivery signature acknowledg- 
ing receipt of goods 

Items ordinarily should be or- 
dered only in the specific units of 
issue prescribed by the storeroom 
requisitions. Each department 
should be assigned a regular order 
day. Special emergency orders 
should require individual adminis- 
tration approval and be kept to an 
absolute minimum. 

Departure from this routine re- 
quires additional work of store and 
inventory clerks and leads to er- 
rors in the perpetual inventory 
records. Regular requisitions should 


be sent to the storeroom for th:: 
issuance of goods to the unit con 
cerned. A regular delivery sched 
ule to evenly spread the store work 
load through the week is most de- 
sirable. 

Though there are many oppor- 
tunities for savings in purchasing 
and for elimination of waste in 
storing, probably the greatest ex- 
travagances occur in the issuing 
and using of supplies. While many 
institutions follow conscientiously 
the practice of issuing only on 
properly authorized requisitions, 
the storekeeper should have suffi- 
cient authority to alter or reject 
requests when they exceed reason- 
able limits of standards. 

Here are some sound policies to 
follow when issuing supplies: 

The storekeeper should be re- 
sponsible for bringing to the atten- 
tion of the superintendent all ex- 
cessive requests because absolute 
control of issues must rest with the 
superintendent or his representa- 
tive. 

Every, hospital, regardless of its 
size, should have an exchange sys- 
tem. Non-consumables such as 
brooms, mops, brushes and a great 
many other items should be re- 
placed only when they have been 
inspected and judged unfit for fur- 
ther use. Redemption of these items 
by the storekeeper will help to 
prevent employees discarding or 
pilfering half-used equipment. 
Furthermore, if the items have 
been dated -when put into circula- 
tion, their redemption will provide 
valuable information as to the rel- 
ative length of life of various pur- 
chases. A set of rules for exchange 
items should be given to all em- 
ployees ordering storeroom sup- 
plies. Some of the rules of ex- 
change used at the University of 
Colorado Medical Center are: 


Our Rules 


1. All items of ward supply are 
ordered on the regular weekly 
store order book. All rubber goods 
such as hot water bottles, ice caps, 
ice collars, rubber sheets and bell 
cords, whether for repair or re- 
placement, should be sent to the 
storeroom in the ward supply bas- 
kets. These articles are to be listed 
in the store order book with week- 
ly orders and marked, “Exchange.” 

(Continued on page 112) 
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THE G-E PHOTO-ROENTGEN UNIT 
DOUBLES IN ANGIOCARDIOGRAPHY 


New General Electric Photo-roentgen units are 
now available already modified for angiocardiog- 
raphy. The advantages of the new technic are also 
available to owners of existing G-E Photo-roentgen 
units. All necessary modifications can be made 
on any G-E Photo-roentgen unit. 


The modifications do not interfere with the 
primary use of this G-E apparatus for chest sur- 
vey work. The hospital owning a modified G-E 
Photo-roentgen unit can not only take routine 
chest films of entering patients, but can also pro- 
vide the cardiologist with a means of obtaining a 
more exact cardiac diagnosis. 


SEPTEMBER 1948, VOL. 22 


Modifications are simple. For further details 
on the application of the General Electric Photo- 
roentgen unit to angiocardiography, write General 
Electric X-Ray Corporation, Dept. I-25, 4855 
McGeoch Ave., Milwaukee 14, Wisc. 


GENERAL @ ELECTRIC 


X-RAY 


General Electric X-Ray Corporation manufactures and distributes 
x-ray apparatus for medical, dental and industrial use ; electromedi- 
cal equipment ; x-ray and electromedical supplies and accessories 








(Continued from page 108) 
Enamelware, glassware and other 
comparable supplies also should be 
on an exchange basis. 

2. Items needed on other than 
designated order days are ordered 
on an emergency store order book 
and sent to the nursing office for 
signature, then to the business of- 
fice for final approval. This dis- 
courages ordering too frequently 
in an institution of our size. 

3. Crutches, braces or any spe- 
cial items to be charged to patients 
are ordered on the emergency store 
order book, giving the patient’s full 
name. This facilitates charging. 


4. Exchange and repair items are 
to be ordered on a separate page 
of the book from balance of order. 

5. Breakage slips should be 
made in duplicate on all glassware 
items except drinking, connecting 
and reducing tubes, medicine drop- 
pers and plain prescription bottles. 
If four or more of these items are 
broken by one person, a breakage 
slip is sent also. The original goes 
with the order book and the dup- 
licate to the person causing the 
breakage. The original then is sent 
to the superintendent so he can de- 
termine whether there has been 
undue carelessness and whether 
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eee still 


the 


Leader! 


In no boastful spirit, but with justifiable 
pride, Marvin-NertzeL gratefully acknow- 
ledges the congratulations of friends in the 
hospital field on the presentation of tlie new 
Cookman designed hospital apparel. After 
103 years, leadership gets to be a habit! 
Designed for hospital functions, specifi- 
cally made for use in action, daringly using 
color to relieve eye-strain, incorporating new 
features which make it possible to slip in and 
out of scrub-suits and operating gowns in a 


jiffy, the new Marvin-Nertzet “Cotor- 





Line” has created a furore! 
A little folder describes the garments more 
adequately than we can in this limited space. 


Won't you write for it? 








the person responsible should ‘je 
charged. 

6. Symbols to be used in maki ig 
explanation in the order book are: 

Ex. - Exchange; broken or worn 
out. 

Dis. - Disappeared; lost or stolen. 

I.S. - Increase of present stand- 
ard. 

A.S. - Addition to standard; none 
on standard. 

N. G. - Defective. 

7. New orders to replace items 
lost or stolen must appear on a 
separate page of the order book 
with explanation. of each item. This 
is done on the first order day of 
each month. The above symbols 
should be used for explanation. 

8. One line of the order book 
should be used for each group of 
items of the same size and type. 

9. Instruments for repair, re- 
placement or sharpening by out- 
side agencies are not ordered on 
books but are sent to the purchas- 
ing department on the fifteenth 
day of each month together with a 
requisition form. 

10. The » daily replacement of 
linen supplies is ordered from our 
central linen room which, in turn, 
obtains the items from our general 
storeroom. 

11. Requests for special items of 
linen must be approved by the 
superintendent’s office. 

12. Requisitions for repair of in- 
halators, flashlights, bell cords and 
other items are to be taken to. the 
business office for approval, then 
sent with the equipment to the re- 
pair shop. No equipment is sent 
to the repair shop without an ap- 
proved repair slip. 

This also applies to other items. 
When needles are to be sharpened 
and chairs, beds and other furni- 
ture painted or repaired, a requisi- 
tion form must be sent to the busi- 
ness office for approval. The re- 
quisition form also must be used to 
get equipment items not carried as 
regular stock. In this case, the req- 
uisition form is sent to the pur- 
chasing department. 

If the storekeeper cannot fill an 
order he uses the following sym- 
bols for explanation. 

B.O. - Back ordered. 

N.C. - No charge. 

Q. - Not stocked; order from 
business office. 


R. - Will be repaired. 


HOSPITALS 












Fo 





\ 
\ 
\ 


BARNSTEAD’S 
Place \in Your 
Future,\Plans 








For An Unfailing Supply of Pure Distilled Water 


XPERIENCED hospital architects and admin- 
istrators do not leave the planning of ade- 
quate distilled water supplies to chance or to last 
minute decisions. Adequate space for operation 
and cleaning, a convenient location, and the 
specifying of reliable equipment are essential. 
‘Barnstead's pre-eminence in the hospital field 
is not a matter of chance either — but a recog- 
nition of over two generations of close coopera- 
tion with hospital developments. 


Outstanding Barnstead Features are: 


@ Extremely High Purity of Distillate. 
@ Unvarying consistency of Product. 
@ Trouble-Free, Automatic Operation. 
@ Elimination of Frequent Cleaning. 





Send for new Hospital Catalog No. 116 which lists 
all’ Hospital Models with full data on sizes, weights, 
connections needed, etc. 


arnstead 


STILL & STERILIZER CO. 
27 LANESVILLE TERRACE, FOREST HILLS, BOSTON 31, MASS. 
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In Canada: Fuller Brush Co., Ltd., Hamilton, Ont. 
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COUNT ON 


FULLER 
FLOOR 
BRUSHES 


@ Specially construct- 
ed of selected filler 
materials. 


e Full, firm sweeping 
surface that wears 
down evenly. 


@ Wide flare for cov- 
ering large areas 
quickly. 

e@ Long trim sweeps 
clean — wears longer. 


e Solid, polished 
hardwood blocks — 
two threaded handle 
holes. 


Widths from 12” to 
36”. 
A size and style to 


meet your every 
sweeping need. 


em TELEPHONE your Local Fuller 


Branch Office or write 


ve FULLER BRUSH c. 


INDUSTRIAL DIVISION 
3564 Main St. © Hartford 2, Conn. 
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Fruit and Vegetable Specifications Guide 


HE “Manual of Specifications 

for Canned Fruits and Vege- 
tables’ is now in the hands of 
printers and soon will be available 
for distribution to hospitals. This 
manual is the first single volume 
compilation of federal specifica- 
tions for all commonly used canned 
products of this type. It was pro- 
duced by the Association’s Com- 
mittee on Purchasing, Simplifica- 
tion and Standardization. 

The products discussed and de- 
scribed are all grades except U. S. 
Grade D (substandard), which is 
usually considered unsuited for 
hospital use. These descriptions are 
detailed enough to permit the hos- 
pital buyer to tell whether his pur- 
chase conforms to its advertised 
standard. To simplify this, the 
manual explains the point rating 
system used to determine the U. S. 
standards. Through the description 
given each product, the buyer can 
tell whether his purchase has the 
minimum score points for each 
grade. For convenience, this pro- 
duct listing is in alphabetical order. 

Though this manual enables hos- 
pital purchasing agents to inspect 
their own shipments, it also refers 
to the inspection service available 
through the Department of Agri- 
culture and gives the location of 
the department’s regional offices. 
It may be considered necessary, 
especially when the purchases are 
large, to have the hospital’s grad- 
ing confirmed in a regional office. 
If so, this inspection service is 
available at a very low cost. 

The hospital may be instructed 
to forward to the nearest regional 
office samples to be tested or else 
an inspector may come and extract 
them himself. As the manual sug- 
gests, the supplier can be required 
to furnish certificates with the in- 
voice or at least certify on the in- 
voice that the goods have been 
inspected and are of the proper 
grade. This will usually suffice 
when the hospital is dealing with 
a known and reputable dealer. 

Another useful feature of the 
manual is the way it has denoted 
the styles and grades which are 


satisfactory for different purpos:s. 
This is based on the committee’s 
knowledge of the styles and grades 
in general use. 

It stiil is necessary for proper and 
economical purchasing of canned 
goods to call for bids, examine bid 
samples and follow other standard 
purchasing procedures. This man- 
ual is designed only to make these 
procedures easier, not to replace 
them. 

The manual also contains a “Buy- 
ing Chart,” which gives the specifi- 
cations which need to be written 
to conform a given hospital’s re- 
quirements, and a “Serving and 
Cost Chart,’’ which gives the aver- 
age number of servings per con- 
tainer and aides the buyer in de- 
termining quantity requirements. 


Follow the Railroads 


American railroads certainly ap- 
preciate the benefits of standardi- 
zation. This is shown graphically 
in an advertisement now running 
in several popular magazines. It 
said that at one time railroad tracks 
varied in width from two to six feet 
and that there were more than a 
dozen variations. Now the standard 
gauge is 4 feet 8% inches, and it 
is hardly necessary to list its many 
advantages. Chief among these, of 
course, is the possibility of running 
equipment over all other lines. 
This eliminates the necessity of 
transferring passengers and loads 
of freight from one size car to 
another. 

All around us are other out- 
standing examples of the benefits 
of standardization programs—in 
electrical equipment, telephones, 
automobiles, clothing and shoes. It 
is time to take note and realize the 
benefits that might accrue to hos- 
pitals if each and all of them put 
on an intensive campaign to reduce 
the number of sizes and types of 
equipment and supplies in use. 
Following the example of industry, 
they should start with the ones 
already standardized and adopt 
others only when they conform to 
standardization patterns. — LEON- 
ARD P. GoupDy. 
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ANNOUNCING 
GS Syringe lhe Medeenl Profession Dts Mways Wanted’ 


SHOP SEMPRA SYRINGES 


” Completely Interchangeable Barrels and Plungers 
No Identifying Numbers Needed 


WITH THESE 
DISTINCTIVE FEATURES: 


Indestructible Ceramic Markings 





&) Strong, Permanent Metal Tip 


4) Corrosion-Resistant Glass 


Add up the savings these new features make available Standardization is the hospital watch-word today. 
for the first time. Interchangeability reduces replace- Adopt Bishop Sempra Syringes as standard equip- 
ment costs. Each syringe part has a maximum ment, and benefit by the savings they bring you. 
service life. No time lost in matching after each Ask your regular suppliers for details about Bishop 
sterilization. SEMPRA Syringes. 


Pe Kiley CG Company. ” HN 


PLATINUM WORKS, MALVERN, PA. 


In Canada: Johnson Matthey & Mallory, Limited, 110 Industry St., Mount Dennis, Toronto 15 


SERVICE TO SCIENCE AND INDUSTRY SINCE 1842 
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(Continued from page 34.) 
ward the timekeeping system it- 





erence to them will answer almost 
any question that might arise in 
this area of employee relation- 
ships. With the statement of em- 
ployee practices clearly recording 
and standardizing the time that is 
to be kept, there is the problem of 
Only in the smallest hospitals is keeping it. 
it easy to satisfy management with 
the fact that a correct payment has 
been made for services, even when 
the performance of these services 
is acceptably documented. 
Timekeeping actually starts 
when employment becomes a fact, 
but its grass roots are in the em- 
ployee practices which should be 
discussed in the employment inter- 
view. The statement of employee 
practices should specify the condi- 
tions of employment so that ref- 


Recording the time-in and the 
time-out may not be too difficult. 
The important question is: “Was 
the employee busy at his or her job 
throughout the working day?” In 
a certain sense, time keeping is a 
misdirecting term to use in our dis- 
cussions with department heads 
and supervisors. Perhaps we should 
call it “service recording” just for 
the sake of placing a sounder em- 
phasis on the activity. There may 
be some danger that with all the 
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problems inherent in timekeepi) z, 
we may have come to think of it as 
a distinct and separate proble:n, 
almost an end in itself. Department 
heads are responsible for major 
segments of the hospital’s service. 
They may delegate supervisory re- 
sponsibility to assistants, who in 
turn may do likewise. 


We should be mindful that au- 
thority also should be delegated to 
an extent equal to the responsi- 
bility given. Timekeeping is not 
merely the evidence of authority, 
it is also a kind of authority. A de- 
partment head, supervisor or fore- 
man responsible’ for employee su- 
pervision should be _ concerned 
about employees’ abilities, applica- 
tion of these abilities to the job to 
be done and the length of time 
these abilities are applied. Ability, 
application and time are each sine 
quo non for getting a job done. 
Broadly, timekeeping is more an 


aspect of supervision than one of © 


its divorcible segments. 

Because few hospital people do 
their work at one place and be- 
cause much of the employee’s ef- 
fectiveness in terms of patient 
satisfaction depends not only on 
whether the job is done but also 
on how it is done, supervision 
needs to be close. It cannot be close 
enough to see every act or service, 
but it needs to be close enough to 
see the reflections of those acts. 

If these observations are accu- 
rate, then timekeeping should be 
done by the foreman as a part of 
his regular supervision. The rec- 
ords of departmental foremen 
should be inspected, approved by 
the department head and sent to 
the business office. In small and 
medium size hospitals conventional 
time books may serve quite satis- 
factorily. In the larger hospitals 
having personnel departments, the 
flexibility of the individual time 
cards may have greater advantages. 
On the inside of the front cover of 
the book should be fixed a sheet of 
instructions for its use. This will 
include the numerical and code 
markings which are to be used. It 
will facilitate uniform reporting. 

Good timekeeping and timekeep- 
ing records require as a basis de- 
tailed and firm employee policies. 
Timekeeping should be recognized 
as part of the job of the super- 
visor. It needs to be dynamic, not 
static. With this type of approach 
and attention to detail, the size, 
shape and form of the record is a 
matter of only moderate impor- 
tance.—Louis B. BLAIR, superin- 
tendent, St. Luke’s Methodist !1os- 
pital, Cedar Rapids, Iowa. 
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WASHINGTON 
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Special Session 


When President Truman told the 
special session of Congress what he 
wanted done, he included a request 
for health legislation. Being real- 
istic, the President made it a mild 
request and put it far down the list. 
He thought Congress would skip it. 
He was right. 

In the 11-day session, Congress 
passed only watered-down housing 
and inflation-control bills and a 
$65,000,000 United Nations loan 
measure. 

Bills calling for optional social 
security coverage for nonprofit 
hospital employees and repeal of 
federal oleomargarine taxes were 
ignored by the Senate. The House 
of Representatives had approved 
these during the regular session. 
These and other bills not acted on 
must be re-introduced next year. 


Doctor Draft 


When Congress agreed to omit 
special mention of doctors from the 
selective service bill, it was with 
the understanding that the medical 
profession would furnish enough 
volunteers to make such a draft 
unnecessary. 

Now the Army reports that few- 
er than 50 medical reserve officers 
are volunteering for active duty 
each month—about enough to re- 
place those who resign and retire. 

This shortage creates a problem 
for the military and for selective 
service officials. The draft act car- 
ries a clause that says, ‘“‘no person 
shall be inducted until adequate 
provision shall have been made for 
medical care and hospital accom- 
modations.” If, as the armed forces 
assert, there are too few doctors in 
uniform, mass inductions could be 
held up indefinitely. 

To spur enlistments, the armed 
forces have offered more pay, high- 
er ratings and added educational 
opportunities. And editorially, the 
Journal of the American Medical 
Association has urged Army and 
Navy trained doctors to join up if 
they have seen no wartime service 
Since they were graduated from 
g0vernment-sponsored classes. 

An alternative to voluntary en- 
listment is a draft law covering 
doc‘ ors. 
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Hospital Service, 1947 


An increase in total hospital 
service in the United States in 1947 
is reported in the American Medical 
Association’s hospital census. The 
study, conducted annually by the 
association’s Council on Medical 
Education and Hospitals, shows 
that the increase came in spite of 
decreases in total bed capacity. The 
number of admissions increased 
and the length of stay decreased. 

Most of the bed decreases were 
reported by governmental hospi- 
tals, largely from those in the fed- 
eral group. Nongovernmental hos- 
pitals reported slight gains in al- 
most all cases. There were 41 more 
nongovernmental hospitals regis- 
tered in 1947. This is offset by the 
decrease of 45 governmental hos- 
pitals, a much smaller drop than in 
1946, when governmental hospitals 
reported 241 less hospitals than in 
the previous year. ‘ 

Bed capacity: Bed capacity de- 
creased in 1947 from 1,468,714 to 
1,425,222. In 1946 the first decline 
in 35 years was reported. 

The governmental hospitals re- 
ported a decline of 52,529 for 1947, 
continuing the trend started in 1946 
when this group lost 273,984 beds. 
Nongovernmental hospitals gained 
9,037 beds in 1947, more than two 





{ SUMMARY OF DATA 


All Registered 
Hospitals 1946 1947 


Number 6,280 6,276 
Bed 

capacity 1,468,714 1,425,222 
Bassinets 84,145 86,378 
Admis- 

sions 15,153,452 15,829,514 
Births 2,136,373 2,837,139 
Average 
daily 
census 
Patient 
days 452,400,710 444,288,585 


General 
Hospitals 1946 1947 


Number 4,523 4,539 
Bed 

capacity 641,331 592,453 
Bassinets 79,534 82,303 
Admis- 

sions 14,051,508 14,665,195 
Births 2,070,318 2,756,959 
Average 

daily 

census 496,527 
Patient 

days 181,232,355 166,717,765 





1,239,454 1,217,229 


456,761 
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times the 1946 gain of 3,754. Non- 
governmental hospitals now have 
27.7 per cent of all hospital beds 
and governmental hospitals 72.3 
per cent, a slight gain over 1946 
when nongovernmental institutions 
had 26.3 per cent. 

Bed capacity declined in all gen- 
eral hospitals from 641,331 beds in 
1946 to 592,453 in 1947. In non- 
governmental general hospitals a 
rise of more than 10,000 beds was 
reported with 334,569 beds in 1947 
compared with 324,221 in 1946. 
General hospitals now have 41.6 
per cent of all the hospital beds in 
the United States, a drop from the 
43.7 per cent reported in 1946. 
Neuropsychiatric hospitals have 
47.9 per cent. The neuropsychiatric 
hospitals reported the largest bed 
gains for the year. 

Admissions: The trend of increas- 
ed use of hospital facilities is shown 
in the admission rise from 15,153,- 
452 in 1946 to 15,829,514 in 1947, 
the census showed. In nongovern- 
mental hospitals, about 10 per cent 
more patients were admitted in 
1947 than in the previous year. 
Except for the federal hospitals, 
which had 664,585 less admissions, 
all other groups reported increases. 
Nonprofit hospital admissions rose 
from 9,198,159 to 10,177,508—an 
increase of 979,349 patients. Ad- 
missions in the nonprofit hospitals 
account for 64.3 per cent of the to- 
tal number of patients hospitalized 
during the year. 

For every 1,000 patients ad- 
mitted, 926 went to general hospi- 
tals, 18 to neuropsychiatric, 14 to 
related institutions including con- 
valescent homes, 10 to isolation, 
7 to eye, ear, nose and throat, 6 to 
tuberculosis sanatoriums, 4 to in- 
dustrial and 3 to orthopedic hos- 
pitals. 

Daily census: Totals in the daily 
census also decreased in 1947, with 
22,225 patients less than in 1946. 
The loss was restricted to govern- 
mental hospitals, with the census 
in federal hospitals dropping from 
213,246 in 1946 to 168,133 last year. 

In all general hospitals, the aver- 
age daily census was 456,761 in 
1947, lower than the 496,527 figure 
reported for 1946. Again the de- 
crease was reported only by hospi- 
tals in the governmental group, 
with federal general hospitals ac- 
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counting for 45,113 of the decrease. 
Nongovernmental general hospi- 
tals reported an increase of 10,882 
in the daily census, an increase 
closely approximating the rise in 
bed capacity for this group. 

Occupancy: A slight rise in oc- 
cupancy rate is reported for all 
hospitals in the study. Occupancy 
went from 84.4 per cent in 1946 to 
85.4 in 1947. Governmental hospi- 
tals had 87.8 per cent occupancy, 
and nongovernmental 79.1. The 
governmental figure was raised, 
according to the study, because of 
the higher proportion of neuro- 
psychiatric beds in this group. 

According to the report, 80 to 85 
per cent of capacity can be said to 
be operating capacity. 

Length of stay: All hospitals re- 
ported decreases in the length of 
stay except the proprietary gen- 
eral group. The greatest decrease 
was in governmental hospitals, 
which in 1947 exceeded the non- 
governmental hospital stay by 10.8 
days. 

The average length of stay per 
patient in general hospitals was: 
Type of 
general hospital 
All proprietary 6.5 days 
All non- 

governmental 9.2days 8.7 days 
All governmental 22.1 days 19.5 days 
All general 12.9 days 11.4 days 


Births: A tremendous rise in the 
number of hospital births was re- 
ported for 1947. More than 97 per 
cent of the 2,837,139 births were 
reported by nongovernmental gen- 
eral hospitals. Hospital births firs‘ 
passed the two million mark in 
1946. 

Nursing: The number of graduate 
nurses employed in hospitals con- 
tinued to increase in 1947 with 
167,354 reported for the year—an 
increase of 20,752 more nurses than 
in 1946. General duty, fulltime 
graduates in nonprofit hospitals 
accounted for the increase. 

During the year, nonfederal hos- 
pitals employed 149,661 graduate 
nurses, with 131,137 of these in 
general hospitals. Federal hospi- 
tals reported 17,693 total graduate 
general duty nurses. 

The number of volunteer nurse 
aides continued to decrease in 1947, 
with 3,116 less than for 1946. 
Practical nurses and attendants 
rose to 119,746 used in all hospitals 
in 1947, an increase of 23,654 over 
the 96,092 reported for 1946. 

A slight drop in accredited hos- 


1946 
6.3 days 


1947 
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pital schools of nursing was re- 
ported. There were 1,212 schools 
last year, and 2,229 in 1946. 
Education: Increased use of the 
hospital as an educational institu- 
tion is reflected in the number of 
association approved technical 
training courses. The number of 
approved hospital schools and the 
increase over 1946 are listed: 
Type of Approved Increase 
school 1947 since 1946 


X-ray technician 211 50 
Medical record 

librarian i2 
Occupational 

therapy technician 25 
Physical 

therapy technician 25 
Medical technology 337 44 


The 1947 survey covers all civil- 
ian hospitals registered by the 
American Medical Association in 
continental United States and Ar- 
my, Navy, Public Health Service 
and other Federal Security Agency 
institutions, Veterans Administra- 
tion and other governmental hos- 
pitals. The complete census appears 
in the August 14 issue of the Jour- 
nal of the American Medical Asso- 
ciation. 


Clinic Addition 

A new 10-story building has 
been completed for use by the 
Cleveland Clinic. The building is 
divided into two wings, each of 
which contains examining room, 
x-ray viewing boxes and other 
special equipment. 

One room of the air conditioned 
building is reserved for special 
work by fellows working in the 
clinic and Bunts Institute. The en- 
tire fifth floor will be occupied by 
the clinical pathologic laboratories. 
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TWO 10-story wings are included in the new 
addition constructed by the Cleveland Clinic. 


New Planning Committee 


A new planning committee will 
coordinate fund raising and expan- 
sion programs for 90 hospitals in 

c3 the Philadelphia 

area. Dr. Don- 

ald C. Smelzer, 

managing di- 

rector of the 

Germantown 

Hospital and 

Dispensary and 

‘ chairman of the 

Association's 

sueeewe Council on In- 

sreanitieins? Sain. is to become 

executive director of the commit- 

tee. He is expected to resign his 

hospital position and take over his 
new duties October 1. 


Established by the Citizens’ Con- 
ference on Hospital Capital Re- 
quirements, the committee will 
pass on expansion programs for 
which the hospitals plan to request 
public contributions. 


The committee is expected to 
function for at least two years, 
with a $60,000 annual budget. Its 
members will attempt to effect sev- 
eral changes recently recommend- 
ed by the Citizens’ Conference for 
redistribution and integration of 
hospital facilities within the metro- 
politan area. 

The conference report said that 
the $85,000,000 planned expansion 
program in Philadelphia, with the 
proposed addition of 3,300 beds, 
appears to exceed the unmet needs. 

The new planning committee 
will cooperate with the Hospital 
Council of Philadelphia, of which 
C. Rufus Rorem, Ph.D., is director, 
but the two groups will be inde- 
pendent of each other. 


Recruitment 


The Association’s 1948 student 
nurse recruitment drive apparently 
has been successful. The increased 
scope and extent of the national 
program, and the efforts of hos- 
pital schools of nursing and local 
recruitment committees all have 
contributed to the excellent results 
of this year’s hospital career and 
student nurse recruitment cam- 
paign. 

A statistical tabulation by the 
Association in July indicates that 
fall nursing classes will enrol! 96 
per cent of the desired number of 
students. According to figures pro- 
jected for 1,227 schools, a total of 
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The Los Angeles Daily News 
recently published an item 
about an employee of Cedars of 
Lebanon Hospital. The anec- 
dote, later reprinted in the hos- 
pital’s newsletter, said: 

“Smitty is an orderly at Ce- 
dars of Lebanon Hospital. One 
of his jobs is wheeling clinic 
patients to the operating room, 
a long trip involving two eleva- 
tor rides and passage through 
an underground tunnel. 

“On these junkets he keeps 
up a running patter of good 
cheer. When he learns the pa- 
tient’s ailment, he remarks that 
he was operated on for the same 
thing only the week before and 
feels fine. He asks each one who 
his doctor is, then says, ‘You’re 
lucky, he’s a great specialist in 
that field.’ The patient, usually 
semiconscious from _ sedatives, 
arrives in surgery relaxed and 
carefree. 

“During convalescence, the 
patients playfully get back at 
Smitty, wondering what holds 
together a fellow who has had 
so many operations. It’s their 
way of showing their apprecia- 
tion.” 








46,626 students were desired for 
the fall 1948 class. By July, 26,994 
applicants had been accepted and 
18,405 applications were pending. 





Premature Facilities 


Additional facilities for the care 
of premature infants in New York 
City are needed urgently, accord- 
ing to a report released by the 
Hospital Council of Greater New 
York. The council is official agency 
for the State Hospital Plan of New 
York City. 

An article in the council’s Bul- 
letin said that trained employees 
to care for premature infants are 
not available except in centers 
where the number of babies cared 
for is large enough to allow estab- 
lishment of separate services. The 
number of premature births have 
increased in the past few years, the 
report emphasized, as a result of 
the generally rising number of live 
births. Premature births totaled 
10,244 in 1945, and by 1947 had 
risen to 13,782. 

Not all hospitals can be expected 
to provide adequate care for pre- 
mature babies, the report said. Un- 
der a program being developed by 
the city department of health, 
about 16 centers would take care 
oi infants transferred to their care. 
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The Hospital Program 


Here are some of the pertinent 
points about the veterans’ hospital 
and medical program, as outlined 
by the administration last month. 

The administration operates 126 
hospitals, with 119,607 beds, in- 
cluding some temporary buildings 
taken over from the armed services 
after the war. More than 5,000 of 
these beds are closed because of 
staff shortages. In addition, there 
are 144 outpatient clinics and 56 
mental hygiene clinics, with 54 
more under contract. 

Only two of the administration’s 
91 new. hospitals have been com- 
pleted. When the other 89 are tin- 
ished, the administration will have 
52,000 new beds. After closing sev- 
eral thousand beds in temporary 
and unsatisfactory structures, the 
administration expects to have 
about 140,000 beds in 1952. 

In June, 105,000 patients were in 
veterans’ hospitals. Only 30,000 had 
service disabilities. 

Nearly 15,000 fulltime doctors, 
dentists and nurses are employed 
by the administration. This is in 
addition to 2,000 residents, 2,000 
part time physicians, 475 consult- 
ants, 310 attending physicians, and 
thousands of civilian fee-basis doc- 
tors. 

Free prescription service and so- 
cial service home visits accompany 
this free medical and hospital care. 

Two programs have been started 
to help provide more doctors for 
veterans’ hospitals. A residency 
training program, being conducted 
in 58 hospitals affiliated with 60 
medical schools, is training more 
than 2,000 doctors. The internship 
training program recently approved 
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by Congress will be training 250 
interns when the program is in full 
operation in 1950. 


Prescription Service 


Pharmaceutical associations in 
all states except Nevada and Vir- 
ginia now are taking part in the 
administration’s home town pre- 
scription service. The administra- 
tion recently renewed contracts 
with the pharmaceutical associa- 
tions to provide this service for the 
current fiscal year. The program 
has been operating since the spring 
of 1946. 

Under this plan, veterans with 
service disabilities may have pre- 
scriptions filled at government ex- 
pense, providing the prescriptions 
were written by doctors participat- 
ing in the home town medical care 
program. 

Besides drugs, veterans may re- 
ceive certain specified requisites. 


Openings 

About 100 residency openings 
and a limited number of intern- 
ships in veterans’ hospitals were 
announced last month by the chief 
medical director, Dr. Paul B. Mag- 
nuson. 

The residency openings are in 
psychiatry or neurology or both, 
Dr. Magnuson said. The residencies 
generally cover a three-year pro- 
gram of specialty training, but 
shorter programs also are avail- 
able. Training will be given in al- 
most every section of the country. 


Dental Chief 


Dr. Bion R. East, associate dean 
of the Columbia University med- 
ical faculty, has been appointed 
chief of the veterans’ dental serv- 
ice. Dr. East, who also is executive 
officer of the Department of Den- 
tistry and professor of dentistry at 
Columbia, succeeds Dr. E. M. Ken- 
nedy acting chief since the death 
last year of Dr. M. M. Fowler. 


A native of Michigan, Dr. East 
received his D.D.S. degree from the 
University of Michigan School of 
Dentistry in: 1908 and later prac- 
ticed in Aspen, Colo., and Detroit. 
He has served as director of the 
dental division of the Detroit De- 
partment of Health and as editor 
of the Michigan State Dental Jour- 
nal, 
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Swift Current Medical Experiment 


Six months before the Saskatch- 
ewan Hospital Services Plan, a 
compulsory governmental hospital 
insurance program went into effect, 
one region of the province was 
selected for a broader experiment 
in compulsory medical care. On 
July 1, 1946, the Swift Current ex- 
‘ periment got under way in Sas- 
katchewan’s Health Region No. 1. 
About 54,000 persons were in- 
volved in the region, which in- 
cludes the city of Swift Current 
and surrounding areas. 

A. D. Kelly, M.B., assistant sec- 
retary of .the Canadian Medical 
Association, visited Swift Current 
early this summer. His report on 
the experiment appears in a recent 
issue of the Canadian Medical As- 
sociation Journal. 

Eligibility: All residents of Health 
Region No. 1 and their dependenis 
are eligible for participation. New- 
comers establishing permanent res- 
idence in the area become eligible 
after three months. 

Exceptions include recipients of 
old age and blind pensions, and 
persons receiving mother’s allow- 
ance. Medical care is provided these 
groups separately by thé provincial 
government. War pensioners get 
medical care for pensionable dis- 
abilities from the federal govern- 
ment, otherwise they are eligible. 
Indigents are covered, with con- 
tributions paid by the municipali- 
ties. 

Mr. Kelly found some persons 
unable to participate because they 
were ineligible for municipal aid 
and could not pay the tax. Thus 
far, no provision has been made 
for the medically indigent. 

About 49,000 persons are covered 
by the plan at present. 

Benefits: Complete medical and 
surgical care is provided as fol- 
lows: 

—Services of general practition- 
ers participating in the plan. At 
present all 34 doctors in the region 
participate. 

—Services of specialists as need- 
ed. Two surgeons and one radio- 
logist live in the region and par- 
ticipate in the program. Other spe- 
cialists may be obtained by refer- 
ral. 

—Diagnostic and outpatient serv- 
ices. Several hospitals in the region 
cooperate with the plan in provid- 
ing these services. 
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—Dental service. For persons 
under 16 years, the program pro- 
vides what Mr. Kelly calls a “rea- 
sonably complete” dental service. 
Private practitioners were utilized 
in addition to three salaried den- 
tists operating traveling clinics un- 
til January 1, 1948. At that time 
use of private practitioners was 
curtailed. 

—Preventive service. A fulltime 
public health staff serves the re- 
gion. A medical officer, seven pub- 
lic health nurses who are certified 
inoculists and three sanitary serv- 
ice employees are staff members. 

—Residents requiring medical 
care when out of the area are re- 
imbursed up to the amount services 
would have cost them in Swift 
Current. 

There are a number of excep- 
tions to the benefits. These include: 
Treatments of a purely cosmetic 
nature; the cost of lenses, glasses 
or spectacles; treatment for cancer, 
tuberculosis, epilepsy or mental 
disease in institutions since pro- 
vincial facilities for care are other- 
wise available; alcoholism and drug 
addiction; medical accounts of pa- 
tients covered by workmen’s com- 
pensation, old age pensions, blind 
pensions and mothers’ allowance. 

Mileage is not paid except for 
doctors living in the region who 
are called in as consultants or 
assistants. Nursing service in the 
home is not included except under 
extraordinary circumstances. The 
patient is responsible for paying 
for drugs and pharmaceuticals. 

Hospitalization is not included in 
the plan. Residents of the area are 
covered separately under the pro- 
vincial hospitalization program. 

Physicians: All of the region’s 34 
doctors participate by individual 
uniform agreement with the area’s 
regional board. Doctor and patient, 
Mr. Kelly says, are allowed free- 
dom of choice. The physician’s bill 
is sent to the region’s secretary- 
treasurer rather than to the pa- 
tient. 

Payments to doctors are based 
on fee-for-service and are set at a 
rate of 75 per cent of the 1938 fee 
schedule of the College of Physi- 
cians and Surgeons of Saskatche- 
wan. Payments were negotiated 
before the plan started and have 
not been adjusted. 


The gross average income of the 
34 doctors in 1947 was $11,807. 
Only the radiologist and the medi- 
cal officer are on salary. 

Costs: The medical program is 
financed primarily by taxation 
within the municipality and is sup- 
plemented by provincial funds. 

For the first six months of oper- 
ation—July 1 through December 
31, 1946—payments included a 
personal tax of $5.50 per capita 
with a $30 family maximum, a 
property tax of 1.5 mills on assigned 
property and a government grant 
for certain services. The cost of 
hospitalization was included among 
the benefits for the first six months. 
A separate hospital tax was col- 
lected after the health services 
program went into effect. 

A deficit of $79,373 was recorded 
at the end of the first six months. 
For 1947, the personal tax was 
raised to $10 for a single person, 
$20 for a family of two and $30 
for a family of three or more. The 
property tax was raised to 2 mills 
and the provincial grants increased 
to take care of 11 per cent of the 
total expenditure. A _ deficit of 
$7,505 was reported for 1947. 

In 1948 fees were adjusted up- 
ward again. The personal tax went 
to $15 for a single person, $24 for 
a family of two, $30 for a family 
of three and $35 for a family of 
four and over. The ‘property tax 
also was increased to 2.2 mills. 

Administration: The plan operates 
under the Saskatchewan Health 
Services Act of 1946. Under the 
legislation, the minister of public 
health received authority to divide 
the province into regions for ad- 
ministration of the program. !n 
Swift Current, administrative func- 
tions are handled by a regional 
board, the members of which are 
appointed by the Provincial Public 
Service Commission. 

According to Mr. Kelly, the com- 
mission is “potentially the most 
important single agency for the ex- 
tension and administration of pub- 
licly financed health services in 
Saskatchewan.” It contains, he 
says, “only representatives of the 
Department of Public Health, that 
is, medical men who are civil serv- 
ants.” 

Mr. Kelly observed that “it is 
unfortunate that a broader base 
has not been established by the ap- 
pointment of members outside 
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government circles in order that 
this important board may be truly 
independent, representative and 
non-political.” 

The Swift Current regional board 
has 12 members. The board has 
complete local authority to super- 
vise the region’s health services. 
Members are entirely laymen and 
no physician has a position of re- 
sponsibility. 

The Canadian Medical Asso- 
ciation’s official policy on admin- 
istration says that “matters of 
professional detail should be ad- 
ministered by committees repre- 
sentative of the professional group 
concerned.”’ 

Mr. Kelly’s comment says that 
“while the arrangement (in Region 
No. 1) has worked out with re- 
markable satisfaction, this may be 
in large part due to the experience, 
ability and personality of the in- 
dividuals concerned. It is our con- 
sidered opinion that the provision 
of medical services can best be ac- 
complished with the active par- 
ticipation of physicians in positions 
of administrative responsibility.” 

In evaluating the Swift Current 
experiment, Mr. Kelly calls it ‘‘a 
successful experiment in the large 
scale provision of medical care.” 
In his opinion, the population re- 
ceives high quality medical service 
from physicians who are satisfied 
with the arrangements. He recom- 
mends reorganization of adminis- 
trative machinery if the plan is 
adopted by other health regions, 
so that “the professional authority 
would assume a greater measure 
of policy making control with a 
consequent reduction in the au- 
thority and autonomy now exer- 
cised by the regional board.” 


Plan Statistics 


The rate of hospital inpatient ad- 
missions for Blue Cross plan mem- 
ber hospitals reached a high point 
for 1948 in June. According to 
Statistics prepared by the Blue 
Cross Commission, 132 persons per 
thousand members were admitted 
that month. The increase had con- 
tinued .steadily for the first four 
months of the year, beginning with 
112 patients per thousand hospi- 
talized in January, and reaching 
125 hospitalizations in April. 

During May, a decrease to 115 
admissions per thousand was re- 
ported. A sharp increase again de- 
veioped in June, when the peak of 
132 was reported. This represents 
al increase of almost 18 per cent 
during the six-month period. 
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The May 1948 average length of 
stay of Blue Cross patients, con- 
versely, was the lowest reported for 
1948. That month patients stayed 
an average of 7.71 days. This rep- 
resented a decrease of 3.5 from the 
previous month, and three-fourths 
of a day less than the average stay 
in February and March. 

The increased rate of admissions, 
coupled with the decreased length 
of stay, reflects to some extent the 
seasonal demand: for hospitaliza- 
tion of children during vacation 
months and the increased treat- 
ment of minor ailments in adults. 


Appointments 


R. F. Cahalane, a former chair- 
man of the Blue Cross Commission, 
has been appointed assistant gen- 
eral manager of the Michigan Blue 
Cross plan, Detroit. He will work 
with William S. McNary, executive 
vice president and general man- 
ager of the Michigan plan. 

Mr. Cahalane resigned in Janu- 
ary as executive director of Massa- 
chusetts Hospital Service, Boston, 
after serving in that capacity for 
13 years. He was to have taken 
his new position September 1. 

Another appointment is that of 
H. F. Singleton, former administra- 
tor of hospital planning, Depart- 
ment of Public Health, Montgom- 
ery, Ala., as manager of the 
Alabama Blue Cross plan, Birming- 
ham. Mr. Singleton, who was a 
hospital administrator before join- 
ing the state health department, 
replaces Ed. S. Moore who was to 


have retired from active business 
on September 1. 


New Plans 


Approvals for two new Blue 
Cross plans and consolidation of 
two other plans bring the present 
total of plans in the United States 
and Canada to 90. Eighty-four of 
the plans operate in the United 
States. 

Associated Hospitals of Alberta, 
Edmonton, was approved by the 
Association’s Board of Trustees at 
its June meeting. The plan, which 
will serve the entire province of 
Alberta, represents a merger of 
the newly-organized Blue Cross 
plan and a small nonprofit plan 
which had operated in Edmonton 
for some time. 

Approved by mail vote of the 
Board of Trustees was Associated 
Hospital Service, Bluefield, W. Va. 


The Blue Cross plan formerly 
serving the Decatur, IIl., area last 
month merged with the Blue Cross 
Plan for Hospital Care, which has 
headquarters in Chicago. 


Cash Receipt Study 


A comparative study of the cash 
received by hospitals from Blue 
Cross patients and from other pa- 
tients receiving similar services in 
like accommodations will be made 
in Philadelphia. The purpose of the 
study is to provide data which will 
measure the adequacy of Blue 
Cross payments for contract bene- 
fits to member hospitals. 

The Hospital Council of Phila- 
delphia and Associated Hospital 
Service, Philadelphia’s Blue Cross 
plan, will cooperate in making the 
study. Hospital receipts for April, 
May and June 1948 will be used. 

A pilot study is under way now 
at six hospitals. 


Merger 


A merger of the Bankers Life 
and Casualty Company and the 
John Marshall Insurance Com- 
pany, both of Chicago, has been 
announced. John Marshall now is 
a division of Bankers in charge of 
all group business. Shareholders 
approved the merger unanimously. 

John R. Mannix, executive di- 
rector of the Cleveland Blue Cross 
plan, was president of John Mar- 
shall from 1946 until he took 
his Cleveland post August 1. He is 
a former chairman of the Blue 
Cross Commission. 
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ASSOCIATION BUSINESS 





50th Annual Convention This Month 


Association members will gather 
this month at Atlantic City to cel- 
ebrate the golden anniversary con- 
vention. An outstanding program 
for the four days, September 20-23, 
has been arranged. In addition, a 
number of out-of-the ordinary 
events have been planned to help 
make the fiftieth convention a 
memorable one. 

Ship: Through cooperation of the 
U. S. Navy, persons attending the 
convention will have an opportun- 
ity to tour the Navy hospital ship, 
U. S. S. Consolation. (See Hospi- 
TALS, August, page 114.) 

The ship will arrive on Sunday 
morning, September 19, and will 
anchor about six or seven miles 
offshore. From then until the eve- 
ning of September 21, two trips to 
it will be made each morning and 
afternoon. Two LCI’s (landing 
craft, infantry) will be available 
to take visitors from the Atlantic 
City pier to the Consolation. Aboard 
the ship, small groups will be taken 
on escorted tours which will last 
about one hour. Hospital wards, 
clinics and other sections of the 
ship will be visited. 

It is expected that tickets reserv- 
ing places for the shuttle trip will 
be used. Further details and times 
for the tours will be published in 
the Daily Bulletin, the convention 
newspaper. 

Luncheon: For the second year, a 
special luncheon for federal hospi- 
tal people has been arranged. This 
will be an informal meeting, which 


will stress the continuing coopera- 
tion between the Association and 
federal hospitals. 

Special guests to attend the 
luncheon include Surgeon General 
Leonard A. Scheele of the U. S. 
Public Health Service; Rear Adm. 
Clifford A. Swanson, Navy surgeon 
general, and Maj. Gen. Raymond 
W. Bliss, Army surgeon general. 

Other events: The International 
Association of Rescue Squads, a 
newly-formed organization, will 
conduct its first annual meeting 
concurrently with the Association 
convention. The rescue squad asso- 
ciation will stage a parade in At- 
lantic City during the convention. 
In addition, the group will have an 
exhibit at the convention hall. 

The annual Sisters’ tea has been 
scheduled for Wednesday at 4:30 
P.M., at the St. Dennis Room of the 
Dennis Hotel. 

Bulletin: The Daily Bulletin will 
be published each day of the con- 
vention. Persons wishing to submit 
notices for publication in the Bul- 
letin are invited to bring their ma- 
terial to the office. Deadlines for 
material to appear in the following 
day’s paper will be 6 P.M. 

The Bulletin office will be found 
in the Mandarin Room, on the mez- 
zanine floor of the Traymore. It 
will be open daily, beginning Sun- 
day, September 19, from 8 A.M. to 
8 P.M. 

Time: Atlantic City lies in the 
eastern time zone, and daylight 
savings time is observed there. All 


" Practice 


program events are scheduled un- 
der Eastern daylight saving timc. 
Trains and planes operate on east- 
ern standard time—one hour ear- 
lier than daylight savings. 


Board Approvals 


Two recommendations approved 
by the Council on Professional 
and the Coordinating 
Committee, have been passed by 
the Board of Trustees in mail votes. 

The continuing shortage of avail- 
able nursing personnel and the 
need for services of nurse aides, 
even in hospitals fully staffed with 
both professional and subsidiary 
workers, prompted one of these 
recommendations. 

As approved, it directs the Asso- 
ciation to “endorse the reactivation 
of the American Red Cross pro- 
gram for training of volunteer 
nurses’ aides.” It further recom- 
mends ‘that the recruitment and 
training of volunteer nurses’ aides 
be initiated by local determination 
through the implementation of a 
local committee including profes- 
sional members of local hospital! 
groups, nursing associations and 
public health agencies.”’ 

The second recommendation adds 
a footnote to the medical staff sec- 
tion of the Association’s model 
constitution and by-laws. In addi- 
tion to the physicians and surgeons 
included as privileged to attend 
patients in the hospital, dentists 
now are listed. 

The American Dental Associa- 
tion also has accepted the recom- 
mendation. 
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Airport 9 Marlborough- 16 Senator 
President Blenheim 17 Chalfonte- 
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Ambassador 
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HOTELS ARE SITUATED along the famous boardwalk at Atlantic City, where the Association will gather in convention, September 20-23 
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Programs for Two Fall Institutes 


Program plans for two fall insti- 
tutes to be conducted by the Asso- 
ciation have been announced. Oc- 
tober 4-8 are the dates set for the 
Hospital Personnel Administration 
Institute at New York City. The 
second 1948 Conference on Hospi- 
tal Public Relations will be con- 
ducted December 6-8 at New Or- 
leans. 

Personnel: Assistance in develop- 
ing and maintaining an efficient 
and happy employee staff will be 
offered to participants at the per- 
sonnel institute. The program will 
be divided into five basic topics: 
What the institute will accomplish, 
policy, training, salary and wage 
administration and communica- 
tions. Students also will discuss 
and analyze their individual prob- 
lems during the five-day session. 

The institute will be directed by 
the Committee on Personnel Rela- 
tions of the Council on Adminis- 
trative Practice. The Hospital Asso- 
ciation of New York State and the 
Greater New York Hospital Asso- 
ciation will cooperate. Sessions will 
be conducted at the Hotel New 
Yorker. / 

Administrators, assistant admin- 
istrators and personnel directors, 
or other individuals employed by 
the hospital and certified to by the 
administrator are eligible for regis- 
tration. In addition, each registrant 
must be either a personal member 
of the Association or employed by 
an institutional member hospital. 

Requests for further information 
and completed application blanks 
including the $25 registration fee 


should be sent to the personnel’ 


specialist, American Hospital As- 
sociation, 18 E. Division Street, 
Chicago 10. 

Public relations: The three-day 
public relations institute program 
will promote development of sound 
public relations by hospitals and 
will explain how such programs 
may be achieved. Among planned 
program events are discussions of 
the philosophy of public relations, 
internal aspects of hospital public 
relations, internal and external 
communications. 

One meeting will be spent in 
group discussion and solution of a 
hypothetical problem of public re- 
lations. Solutions proposed by each 
group will be analyzed. 
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Sponsored by the Association, 
the institute will be conducted in 
cooperation with the Louisiana 
Hospital Association and with the 
assistance of Tulane University. 
Meetings will be at the Hotel 
Roosevelt. 

Administrators, public relations 
directors and other hospital em- 
ployees whose duties include public 
relations are eligible to attend. Ap- 
plicants also must be either per- 
sonal members of the Association 
or employed by member hospitals. 
The institute fee is $25. 

Additional information and ap- 
plication blanks are available from 
the Association’s Council on Public 
Relations, 18 E. Division Street, 
Chicago 10. 


Nursing Scholarships 


A permanent florist’s nurses 
scholarship foundation has been 
established in San Francisco by the 
city floral industry. The San Fran- 
cisco Hospital Conference accepted 
the scholarship fund for the nurs- 
ing schools of the city. 

Four scholarships of $300 each 
will be awarded annually through 
the foundation. According to Dr. 
A. J. J. Rourke, conference presi- 
dent and physician superintendent 
of Stanford University Hospital, a 
total of $1200 will be presented an- 
nually. 


Special Institute 


A special institute for instruc- 
tors is being planned by the Amer- 
ican Association of Medical Record 
Librarians. If enough potential in- 
structors are interested, the insti- 
tute will be conducted October 
13-16 at Los Angeles. 

Applicants other than present 
instructors must meet each of the 
following requirements: A college 
or university degree, graduation 





COLLEGE COURSE 


A course to train hospital ad- 
ministrators is being planned at 
the Medical College of Virginia, 
Richmond. It: is expected that 
the course will begin by Octo- 
ber. C. P. Cardwell Jr., director 
of the college’s hospital division, 
is developing the study program. 
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from an approved school for med- 
ical record librarians, and at least 
two years medical record library 
experience. In addition, applicants 
must be between 23 and 45 years 
of age. 

Further information may be re- 
quested from the field representa- 
tive, American Association of 
Medical Record Librarians, 22 E. 
Division Street, Chicago 10. 


Poliomyelitis Courses 


Using grants totaling a half- 
million dollars from the National 
Foundation for Infantile Paralysis, 
five hospital centers are conducting 
or planning poliomyelitis training 
programs for doctors, nurses and 
physical therapists. By the middle 
of August, nearly 300 physicians 
and more than 100 nurses had at- 
tended the courses. 

Four of the centers, Knicker- 
bocker Hospital, New York City; 
the University of Colorado Med- 
ical Center, Denver; Children’s 
Hospital, Boston, and City Hospital, 
Cleveland, already have programs 
in operation. The fifth, Orthopedic 
Hospital, Los Angeles, has not yet 
opened its training and treatment 
center. The Cleveland hospital is 
being used by Western Reserve 
University, which received the 
grant. Each center received a $100,- 
000 five-year grant. 

These centers are offering or 
planning one-week and two-week 
courses for physicians and two- 
week to three-month courses for 
nurses and physical therapists. 

The Knickerbocker Hospital pro- 
gram, directed by Dr. Philip M. 
Stimson, began three years ago, 
and the Colorado program, headed 
by Dr. Harold Dinken, started last 
year. The other programs are new. 


Dietitian Graduates 


Seventeen dietitians received 
certificates and hospital insignias 
from St. Mary’s Hospital, Roches- 
ter, Minn., at recent ceremonies. 
Members of the class had com- 
pleted one year of internship in 
hospital dietetics at the hospital. 
Earl C. Wolf, director of purchases 
at St. Mary’s, presided at the cere- 
monies. 

The internship at St. Mary’s first 
was offered in 1930 and received 
American Dietetic Association ap- 
proval soon thereafter. 
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A Permanent Steering Committee 


During last May’s National 
Health Assembly at Washington, 
nearly all the delegates said they 
wanted the work to continue. At a 
later meeting of its executive com- 
mittee, the members asked Federal 
Security Administrator Oscar R. 
Ewing to appoint a steering com- 
mittee to help carry out the recom- 
mendations of the assembly. 

This steering committee was ap- 
pointed in July and met for the first 
time late that month. Its members 
unanimously recommended organ- 
izing on a permanent voluntary 
basis, to continue the cooperation 
of professional groups and the 
“consumers” of medical and hos- 
pital care. 

Objectives of this continuing or- 
ganization include planning and 
stimulating activities to meet na- 
tional, state and community health 
needs; encouraging local initiative, 
interest, support and participation 
in assessing health needs and de- 
veloping active programs; cooper- 
ating with government and non- 
government organizations, and 
stimulating regional, state and lo- 
cal health conferences with broad 
professional and lay membership. 

Mr. Ewing called this kind of 
organization ‘a prime essential in 
meeting the nation’s critical health 
needs” and promised full govern- 
ment cooperation. “I regard the de- 
cision to continue the voluntary 
cooperation spark-plugged by the 
National Health Assembly one of 
the most encouraging developments 
we could have hoped for,” he said. 

Members of the steering com- 
mittee are Graham L. Davis, presi- 
dent of the American Hospital 
Association; Nelson Cruikshank, 
American Federation of Labor; 
Katherine Densford, Ameritan 
Nurses’ Association; Dr. Vlado A. 
Getting, president of the Associa- 

tion of State and Territorial Health 
Officers; Mrs. Mary Lasker of New 
York; Dr. George F. Lull, secretary 
and general manager of the Ameri- 
can Medical Association, Mrs. Eu- 
gene Meyer of Washington, D. C., 
and H. Jerry Voorhis, general sec- 
retary of the Cooperative League. 


More Faulty Drugs 


The Food and Drug Administra- 
tion, which recently warned hos- 
pitals and doctors of a faulty dex- 
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trose and saline solution distributed 
by a commercial laboratory has un- 
covered two more cases of faulty 
drugs on the market. The adminis- 
tration’s latest warning concerns 
Nasco Brand castor oil, and Sil- 
iform Ampuls. 

Small bottles of the Nasco castor 
oil may contain turpentine, the ad- 
ministration warned. The suspected 
shipments were sent to 17 states in 
the central and southeastern sec- 
tion of the country. The siliform 
ampuls, an injection drug which 
should be sterile, were found to 
contain living organisms, the ad- 
ministration said. 


Heart Institute 


Dr. Cassius J. Van Slyke has 
been named to direct the new Na- 
tional Heart Institute, authorized 
by Congress last June. Dr. Van 
Slyke is the former chief of the 
research grants and fellowships di- 


. vision of the National Institutes of 


Health. 

The purpose of the new institute 
is to develop a broad attack upon 
cardiovascular diseases, now the 
leading cause of death in the United 
States. The program will include 
research, financial aid to outside 
institutions for research and train- 
ing, fellowships for individual 
scientists, and grants-in-aid and 
technical help to the states for 
heart disease control work. 

Dr. Van Slyke will work under 
the general supervision of Assist- 
ant Surgeon General R. E. Dyer, 
director of the National Institutes 
of Health, but he will be directly 
responsible to Surgeon General 





DR. VAN SLYKE, director 








Leonard A. Scheele for coordina- 
tion of all heart disease activities 
in the Public Health Service. 


Dr. Van Slyke, who is 47, was 
educated at the University of Min- 
nesota, where he received his med- 
ical degree in 1928. He has been 
with the Public Health Service 
since that time, having been com- 
missioned in 1932. From 1936 to 
1944 he conducted experimental 
research at the -Venereal Disease 
Research Laboratory of the Public 
Health Service on Staten Island, 
i pee Ge 

He is succeeded as chief of the 
research grants and fellowships 
division by Dr. David E. Price, 
chief of the research grants branch 
of the National Cancer Institute. 
Dr. Price is 34 and received his 
medical degree at the University 
of California in 1940. He later re- 
ceived a doctor of public health 
degree at the Johns Hopkins Uni- 
versity School of Hygiene and 
Public Health. He has been with 
the Public Health Service since 
1941. 

Dr. Price’s position has been 
filled by the appointment of Dr. 
Ralph G. Meader, former deputy 
chief of the cancer institute’s re- 
search grants branch. 


Security Plans 


For several months, the National 
Security Resources Board has been 
working quietly on plans for mo- 
bilization in the event of war. A 
vital part of these plans concerns 
medicine and hospital facilities. 


Late in July, Chairman Artur 
M. Hill announced appointment of 
a medical advisory committee to 
consult with the board on security 
aspects of public health. The com- 
mittee will work with Dr. James A. 
Crabtree, director of’ the board’s 
Medical Services Division and for- 
mer deputy surgeon general of the 
U. S. Public Health Service. 

Other members of the new com- 
mittee are Dr. William P. Shepard, 
Metropolitan Life Insurance Com- 
pany, San Francisco; Dr. A. C. 
Bachmeyer, director of the Univer- 
sity of Chicago Clinics; Dr. James 
C. Sargent, a council chairman of 
the American Medical Association 
and a private practitioner in Mil- 
waukee; Dr. Edward L. Bortz, past 
president of the American Medical 
Association, Philadelphia; Dr. Mi- 
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chael E. DeBakey, assistant profes- 
sor of surgery at Louisiana State 
University, New Orleans, and Dr. 
Percy T. Phillips, secretary of the 
New York Dental Society, New 
York City. 


World Assembly 


Five main fields of health needs 
were given action priorities by the 
recent: World Health Assembly in 
Geneva. At a Washington news 
conference last month, Dr. Thomas 
Parran, chairman of the United 
States delegation to the World 
Health Organization, said these 
areas were tuberculosis control, 
venéreal disease control, malaria 
control, maternal and child health, 
and environmental sanitation. The 
five areas were selected from about 
30 proposals. 

Dr. Martha Eliot, assistant chief 
of the Children’s Bureau and a 
delegate to the Swiss parley, was 
pleased that maternal and child 
health was included. She said a 
committee had been set up to study 
causes of maternal and child dis- 
eases and that the study would in- 
volve sharing of experts on tech- 
niques, on standards of hospital 
care, and on developing national 
child health programs. Altogether, 
17 committees were established to 
study the five selected needs. 

Election: Dr. Brock Chisholm of 
Canada, former executive secretary 
of the Interim Commission of the 
World Health Organization, was 
elected director general of the per- 
manent group. Dr. Chisholm, a well 
known psychiatrist, was director- 
general of medical services for the 
Canadian army during the war. 
After the war, he was chief med- 
ical officer of the Dominion Gov- 
ernment of Canada until he as- 
sumed the W. H. O. post in the 
summer of 1946. 

Budget troubles: Money, or the 
shortage of it, is a main problem 
to the organization. With a budget 
of less than $5,000,000, interna- 
tional health activities are limited. 
In approving United States partici- 
pation last June, Congress limited 
this country’s contribution to $1,- 
920,000 per year. 


Army's Tripler Hospital 


After four years of construction, 
the Army’s new 1,500-bed Tripler 
General Hospital at Honolulu, T. H., 
is to be dedicated this month. 

Although it is an Army installa- 
tion, Tripler will admit Veterans 
Administration and Public Health 
Service patients as well as Army 
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THE ARMY'S Tripler General Hospital has a 1,500 bed capacity. (U. S. Signal Corps photo.) 


and Air Force members and de- 
pendents. 

The 1,500-bed capacity can be 
expanded to 2,000 in an emergency. 

The facility, commanded by Col. 
H. H. Twitchell, M.C., consists of 
the main hospital buildings, nurses’ 
quarters, enlisted men’s barracks, 
motor pool, warehouse and com- 
missary, fire house, incinerator, 
gate house, utility shops, laundry 
and boiler house. A patients’ rec- 
reation building, a gymnasium, an 
athletic field, tennis courts and ad- 
ditional housing will be added 
later. 


Mental Health Grants 


Grants to 85 medical and educa- 
tional institutions for training men- 
tal health personnel and for mental 
health research were awarded by 
the U. S. Public Health Service last 
month. 

Of a mental health appropriation 
of $9.028.000 for fiscal 1949, about 
$2,000,000 was for training and re- 
search grants and fellowships. Of 
this, about $1,430,000 will be used 
for training grants while $470,000 
will go into research grants. The 
additional $100,000 is for research 
fellowships. 


Report on Japan 


The Army has released the re- 
port of last year’s mission to Japan 
by members of the Social Security 
Administration. The 164-page doc- 
ument discusses the social security 
program in Japan and recommends 
steps for making it broader and 
stronger. Included is a recommen- 
dation for expansion of Japan’s 
compulsory health insurance cov- 
erage. 

The report, requested by. Gen. 


Douglas MacArthur, listed a num- 
ber of recommendations for hospi- 
tals. These included recognition of 
the public service character of hos- 
pitals; a nationwide system of hos- 
pitals based on one complete plan; 
use of public funds, primarily na- 
tional, for constructing hospitals, 
keeping as much local autonomy as 
possible; using public money to 
help. pay hospital operating ex- 
penses; a licensing system for hos- 
pital standards, and adequate food 
allocations to hospitals. 


Army Anniversary 


July 27 marked the 173rd anni- 
versary of the Army Medical De- 
partment. The Army observed: this 
event with a plea for more active 
duty medical officers. 

The first Army medical organi- 
zation was set up in 1775 at the 
insistence of George Washington. 
“Our military medicine has trav- 
eled a long way since 1775,” said 
Surgeon General Raymond W. Bliss 
recently. “It has traveled a long 
way even since World War II.” 

Calling the United States Army 
the healthiest in the world, General 
Bliss pointed out that the death 
rate from disease during the recent 
war was less than one man per 
thousand, compared with 26 per 
1,000 in World War I, and 65 per 
1,000 in the Civil War. 

“For the first time in history,” 
he said, “disease was killing fewer 
soldiers than bullets. And 97 out 
of every 100 wounded men who 
reached medical service were 
saved.” 

General Bliss told of the present 
need for doctors in the armed for- 
ces. The Army estimates that it will 
need about 3,900 more volunteer 
medical officers by next June 30. 






129 














SURVEY, PLANNING 





Annual Revisions for State Plans 


When the original Hill-Burton 
state plans were drawn up, many 
state agencies were under. some 
pressure to get them approved by 
Washington in a hurry. As a result, 
not all were as complete or as 
smooth as the states wanted them. 
This was all right, because it was 
known that many wrinkles could 
be ironed out later. 


The states are starting to iron out 
those wrinkles now. Last month, 
the first three annual state plan re- 
visions were sent to Washington 
and approved by Surgeon General 
Leonard A. Scheele. These plan re- 
visions came from Alaska, North 
Carolina and Connecticut. Others 
are expected to follow. 


Only Nevada has not yet sub- 
mitted its original plan. Now that 
the June 30, 1948, deadline has 
been lifted, Nevada still has time 
to come in. 


Financial Study 


Columbia University last month 
began an exhaustive study of hos- 
pital financial difficulties for the 
New York State Joint Hospital 
Survey and Planning Commission. 

Dr. Eli Ginzberg, associate pro- 
fessor of economics at Columbia 
and wartime director of the re- 
sources analysis division of the 
Army surgeon general’s office, is 
study director. He is assisted by 
Prof. Herbert Klarman of Brook- 
lyn College. 

Robert T. Lansdale, state welfare 
commissioner and chairman of the 
hospital survey and planning com- 
mission, said the state had con- 
tributed $60,000 to the study and 
would assist with statistical data 
from its agencies. 

The study will analyze the in- 
come and other financial resources 
of patients and will consider costs 
assessed against prepayment plans 
such as Blue Cross. It also will 
examine the principles behind pay- 
ment of charges by government for 
specific categories of patients. 

Other points covered by the 
study, which will end next year, 
include: The growing role of the 
hospital in the provision of medical 
care, the changing relationship be- 
tween needs of the individual and 
his ability to pay for hospital care, 
and trends in income and costs. 
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Results of the study will be made 
available to the survey and plan- 
ning commission to use in develop=- 
ing recommendations to the gov- 
ernor and the legislature. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the U. S. Public Health Service un- 
der the Hill-Burton Act. The list is 
divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 112 of 
HospPIiTAa.s for August. 


ILLINOIS 


Wabash County Hospital, Mt. Carmel; 
general; 50; public; $774,800; $249,933. 


St. Mary’s Hospital, Cairo; general; 90; 
nonprofit; $1,558,850; $519,616. : 
Massac County Hospital, Metropolis; 


general; 54; public; $742,500; $247,500. 
INDIANA 


Hancock Memorial Hospital, Greenfield; 
general; 50; public: $779,000; $255,000. 
Mount Mercy Hospital & Sanatarium, 
Dyer; mental & chronic; 125; nonprofit; 
$1,032,075; $344,025 (add.). 
Hamilton County Hospital, Noblesville; 
general; 80; public; $1,043,600; $336,166. 
ood Samaritan Hospital. Vincennes; 
general; 40; public; $750,500; $250,000. 
Dearborn County Memorial Hos ital, 
Lawrenceburg; general; 50; public; $740,- 


80C; $241,100. 
KANSAS 
Boothroy Memorial Hospital, Goodland; 


general; 30; nonprofit; $140,700; $43,566 
(add. & alt., pickup). 
MICHIGAN 
St. Joseph Hospital; general; 104; non- 


profit; $1,800,000; $597,400 
Mercy Hospital, Benton Harbor; general: 
60; nonprofit; $1,500,000; $500,000 (add. & 


remodel.). 
MISSISSIPPI 


Sharkey -Issaquena Hospital, Rolling 
Fork; general; 25; public; $218,700; $70,000. 
Durant Community Hospital, Lexington; 

general; 25; public; $238, 460; 0. 

Wayne County Hospital, Waynesboro; 
general; 25; public; $229,100; $75,200. 

Greenwood Leflore Hospital; general; 
175; public; $1,312,500; $406,833. 

Newton County Hospital, Decatur; gen- 
eral; 40; public; $328,500; $106,133. 

Jones County Hospital, Laurel; general 
& nurses home; 105; public; $1,302,400; 
$425,800. 

Washington County Hospital, Greenville; 
general; 125; public; $1,209,540; $392,513. 

Stone County nee Wissins; general; 
25; public; $175,280; $55,42 

Covington County Hospital Collins; gen- 
eral; 25; public; $229,700; $75,200. 

South’ Sunflower Connie Hospi In 
me general; 50; public; $493, B50. Nal 

Holmes County Community Hospital, 
Lexington; general; 16; public; $175,000; 
$58,333 (add.). 


North Mississippi Community Hospital, 
Tupelo; general; 41; nonprofit; $305, 880; 
$101,960 (add. and alt.). 

Tuberculosis Infirmary for Negroes, 
Jackson; tuberculosis; 154; public; $1,875,- 





000; $625,000 (alt. and remodel.). 
Sunflower County Health Center, In- 
yng health center; public; $67,500; 
$22,500 

Oktibbeha County Health Center, Stark- 
ville; health center; public; $51,160; $17,- 


053. 
Tishomingo County Health Center, Iuka; 
health center; public; $33,500; $11,166. 
Neshoba County Health Center, Phila- 


a health center; public; $58,739; 
19,3 
$ Biloxi Health — health center; 


public; $38,977; $10,326 
Panola County Hospit tal, yee gen- 
eral; 60; public; $851,500; $283,000 


OHIO 


Wooster Community Hospital and Health 
Center; general and health center; 70; 
public; $1,370,205; $164,268. 

Wood County Hospital, Bowling Green; 
general; 54; nonprofit; $750,000; $250,000. 

Union Hospital, Dover, general and 
health center; 97; nonprofit; $909,609; $3903,- 
203 (add. and remodel.). 


OKLAHOMA 


Central State Hospital Annex, Mc- 
Alester; general; 80; public; $165,000; $55,- 
000 (remodel.). 

Comanche County Memorial Hospital, 
Lawton; general; 100; public; $968,450; 
$18 500 (1949), $174, 950 (1950) (split proj- 


OREGON 


Harney County Hospital, Burns; general; 
31; public; $270,862; $89,620. 


PENNSYLVANIA 


Wayne County Memorial_ Hospital, 
Honesdale; general; 61; nonprofit; $861,040; 
$287,013. 

PUERTO RICO 


Rio Piedras Tuberculosis Hospital, San 
Juan; tuberculosis; 800; public; $3,991,112; 


$1,330,370. 
SOUTH CAROLINA 


Loris Community pene: general; 25; 
public; $157,500; $50,50 

South Carolina State _— Columbia; 
detention bldg.; $414,000; $138,000. 

Union County Hospital; general; 60; non- 


profit; $862,000; $254,000 (add. and re- 
model.). ; 

Newberry County Hospital; general; 38; 
public; $310,000; $100,000 (alt. and re- 
model.). 

TEXAS 


Martin County Memorial Hospital, Stan- 
ton; general; 20; nonprofit; $215,100; $65,- 
100. 


Navarro County Memorial Hospital, Cor- 
sicana; general; 100; public; $1,225,000; 
$400, 000. 

Holy Cross Hospital, fn: general; 40; 
nonprofit; $533,400; $164,4 

Northwest Texas ny Amarillo; 
general; 100; public; $1,125,000; $375,000 
(add. and remodel.) . 

Providence Memorial Hospital, El Paso; 
general; 140; nonprofit; $1,500,000; $500,- 


000. 

Wichita General Hospital, Wichita Falls; 
—s 100; public; $1,200,000; $400,000 
(add 
Coke County Memorial Hospital, Robert 
Lee; general; 10; public; $117,510; $39,170. 

Throckmorton "Memorial Hospital; gen- 
eral; 12; public; $144,500; $47,500. 

Reagan County Memorial Hospital, Big 
Lake; general; 10; public; $142,150; $46,300. 

Memorial Hospital, — general; 50; 
public; $842,500; $275,50 

Gregg Memorial ose’ ital, Longview; 
general; 60; public; $689, 400: $229,800 (add. 
and remodel.). 

Swisher County Hospital, Tulia; rs 
14: public; $134,250; $44,750. (add.) ; 

Donna General Hospital; general; 10; 
nonprofit; $125,000; $41,666 : 

Brackenridge Hospital, Austin; general; 
90; public; $1,500,000; $500,C00 (add.). 


WISCONSIN 


Kempster Hall (Winnebago Hospit: al), 
Winnebago; mental; 240; public; $2,367,600; 
$520,476 (split project). 
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Prefered Equipment IN THE MODERN OPERATING ROOM 


For Simultaneous Anesthesia and Vacuum 


Improved HERB-MUELLER Apporatns 


Particularly efficient for tonsil work, all nose and throat 
operations, sinus and bladder drainage, caesarean and 
other procedures, the improved Herb-Mueller Appar- 
atus provides simultaneous ether-vapor anesthetization 
and vacuum. It is an effective time-saver — minimizes 
need for sponges — keeps operative field clear. Sim- 
plicity of both construction and operation insures maxi- 
mum effectiveness with a minimum of attention. Enclosed 
vapor-proof motor and pumps, protected by mercury 
non-arc switches, float on rubber mountings, are silent, 
vibrationless, provide greater vacuum than any similar 
apparatus. Many additional features make the Herb- 
Mueller the equipment of choice for modern operating. 
Let us tell you how it can save time and money for you! 

























The Heavy Duty Surgical Suction Apparatus 
COOK COUNTY HOSPITAL MODEL 


This dependable heavy duty surgical suction unit has 
ample power and capacity for any operative case. The 
enclosed motor and pump are quiet and vibration-free: 
their rugged construction requires little attention other 
than occasional oiling. Including the standard gallon There is.a Mucller-Buile 
suction bottle, the entire unit is adily portable, may Ethe Dic i Va 
be used on any table surface without creeping. The a Vismameiaas Unit 
modern steel stand has a deep drawer for accessories. Fas Mies Hospital Need. 


Dependable — Powerful a 
Motor and Switches 


\ For Full Details Write Direct To ncaa sada Money, 
° Mueller and Company 
APPROVED 


By Fire Underwriters’ Laboratories 408 SOUTH HONORE STREET CHICAGO 12, ILLINOIS 























HAVE YOU EVER used an Emerson HOT PACK apparatus? If you haven’t, ask anyone who has. It moistens, 
heats, and spins packs dry in 3 minutes. And the DOME of the Emerson Respirator “breathes” while the 
patient’s body is out, accessible for nursing! See these in Booth 539 at Atlantic City. 





J. H. EMERSON CO., CAMBRIDGE 40, MASS. 
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International Congress 


Plans for an international con- 
gress were approved at an execu- 
tive committee session of the 
International Hospital Federation, 
June 28-29 at Brussels. The first 
international congress is expected 
to meet some time in June 1949, in 
Holland. 

A program of action and struc- 
ture was outlined at the executive 
committee session. Approved by 
the delegates were: 

—Publication of a bulletin or 
newsletter as soon as possible. The 
first issue of the newsletter, to be 
published in English and French, 
is to contain a general outline of 
the national hospital organizations 
in each participating nation. 

—Organization of study commit- 
tees. A list of items were approved 
and were to be coordinated with a 
list submitted by Dr. Donald C. 
Smelzer, American delegate and 
chairman of the Association’s Coun- 
cil on International Relations. 





AT THE executive committee meeting of the Internation Hospital Association were (upper 
left) Dr. L. J. Zielstra, Holland; M. Faucon, France; W. Doran, Ireland; Dr. Rene Sand, 
Belgium; Dr. Donald C. Smelzer, United States; Dr. O. Binswanger, Switzerland, Dr. J. Van 
Der Leen, Holland; Dr. Wilson Wing; (lower left) M. R. Molander, Sweden; Miss Binswanger; 
Dr. Zielstra's daughter; Dr. Sand's secretary, and Captain J. E. Stone of Great Britain. 


—Appointment of Capt. J. E. 
Stone, F.S.A.A., consultant on hos- 
pital administration and finance at 
King Edward’s Hospital Fund for 


London, as the federation’s secre- 
tary-treasurer. Captain Stone is an 
honorary personal member of the 
American Hospital Association. 





WHEN YOU BUY OATMEAL MAKE THESE THREE TESTS 


You'll find Quaker Oats a better buy on all three counts! 


TEST QUAKER OATS ON |, 
YOUR STEAM TABLE 








The choice flakes will stay plump 

and full-bodied. This is because all 
Quaker Oats are made from fine, 
firm, plump oats. Only the choice 
30% of every bushel is good enough 
to be Quaker Oats. 


Here again the plump, choice 
Quaker Oats flakes give you bet- 
ter texture. They hold in the meat 


TEST QUAKER OATS AS 
A MEAT-EXTENDER 


juices. This keeps meat loaves and 
hamburgers juicier, better flavored, 
prevents costly meat shrinkage. 


Folks who know their oatmeal 
prefer the delicate, nut-like fla- 
vor of Quaker Oats and its firm, 


TEST QUAKER OATS ON 
THOSE YOU SERVE IT TO 














flaky texture. In a recent nation- 
wide poll Quaker Oats was voted 
“best-tasting of all.” 


Actually, Quaker Oats won 
more votes than any other ce- 
real, hot or cold! 


Make these three easy tests and we believe you will agree that it pays to buy this 
more delicious oatmeal that stays firm and flaky wherever you use it, and assures 
you of absolute cleanliness. 


The Quaker Oats Company, Chicago 4, Illinois 
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J. DON MILLER JR., assistant ad- 
ministrator of St. Vincent’s Hospi- 
tal, Indianapolis, has resigned to 
become the administrator of the 
Chestnut Hill Hospital, Philadel- 
phia. Mr. Miller succeeds T. G. 
ASPINWALL, who resigned recently. 





Dr. ALEXANDER W. KRUGER has 
been appointed general medical 
superintendent of the Department 
of Hospitals in New York City. 
Prior to his appointment, Dr. Kru- 
ger had been associated with sev- 
eral New York City hospitals. He 
was medical superintendent of the 
Metropolitan, Lincoln and Ford- 
ham Hospitals and an associate di- 
rector of the Montefiore Hospital. 





Dr. FRANK C. SUTTON, medical 
director of the Rochester (N. Y.) 
General Hospital since 1942, has 
resigned to be- 
come the direc- 
tor of the Miami 
Valley Hospital, 
Dayton, Ohio. 
Dr. Sutton’s re- 
signation is ef- 
fective October 
1. He will as- 
sume his new 
duties on Octo- 
ber 4. 

Dr. Sutton is 
a member of the American Hospi- 
tal Association and a member of 
the American College of Hospital 
Administrators. 








DELBERT L. PRICE has been ap- 
pointed assistant superintendent of 
the Butterworth Hospital, Grand 
Rapids, Mich. He recently com- 
pleted his year of administrative 
internship at the Methodist Hospi- 
tal, Indianapolis. Prior to that time 
Mr. Price did a special per diem 
cost study for the National Founda- 
tion for Infantile Paralysis in Colo- 
rado. 





WILLIAM E. P. CoLtins has re- 
signed his position as superintend- 
ent of the Staten Island Hospital, 
Tompkinsville, N. Y. 





RAYMOND E. Hogan has resigned 
as business manager of the “Nor- 
ws ys” Sanatorium, Inc., to become 
business administrator of the 
M:thodist Hospital, Pikeville, Ky. 
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CAPTAIN J. E. STONE, consultant 
on hospital administration and fi- 
nance for the King Edward’s Hos- 
pital Fund for London, has been 
appointed honorary secretary and 
treasurer to the International Hos- 
pital Federation. 





ROBERT E. WILLCOx, administra- 
tive assistant at the Community 
Service Hospital, San Jose, Calif., 
has accepted a position as admin- 
istrative assistant in charge at 
night at the Wesley Memorial Hos- 
pital, Chicago. His appointment 
was effective August 23. 





Louis E. Swanson, who recently 
completed the course in hospital 
administration at Duke University, 
is now the administrator of the 
Hugh Chatham Memorial Hospital 
in Elkin, N. C. 

J. MINETREE PYNE and THOMAS 
R. HowERrTON, also recent gradu- 
ates of the school of hospital ad- 
ministration at Duke University, 
are associated with the North Caro- 
lina Medical Care Commission as 
assistant hospital consultants. 





MYRTLE BuURGENER, R.N., who has 
been retired since 1947 has accept- 
ed a position as director of nurses 
at the Olney (Ill.) Sanitarium 
School of Nursing. Until January 
1947, she had been superintendent 
of the Pekin (Ill.) Public Hospital. 





EDWARD E. JAMES has been ap- 
pointed assistant administrator of 
the Pennsylvania Hospital, Phila- 
delphia. For the past two years Mr. 
James had been the director of 
public and personnel relations at 
Bradford (Pa.) Hospital. 





Dr. JOSEPH EARL SNYDER has 
been named director of the Van- 
derbilt Clinic in New York City. 
Dr. Snyder had been assistant di- 
rector of the Graduate Hospital of 
the University of Pennsylvania. 





Mary H. GRIFFITHS has been 
named director of nursing service 
and the School of Nursing of the 
Wyoming County Community Hos- 
pital, Warsaw, N. Y. Formerly 
nursing arts instructor in the 
school, her appointment follows the 
resignation of Mrs. Doris B. Ma- 
JESKI, who plans to retire. 


ARTHUR A. WINSTON, formerly 
administrator of the Rochester 
(Pa.) General Hospital, is now the 
administrator of the Wood River 
(11l.) Township Hospital. This hos- 
pital is now under construction and 
will be ready for occupancy in 
April 1949. 





ELwoop A. OPSTAD has been ap- 
pointed administrative intern at 
the State University of Iowa Hos- 
pitals. Prior to coming to the Uni- 
versity Hospitals, Mr. Opstad in 
June 1948 completed his academic 
work at Washington University, 
St. Louis, in fulfillment of the re- 
quirements for the masters degree 
in hospital administration. 





B. TOL TERRELL, administrator of 
the Harris Memorial Methodist 
Hospital, Fort Worth, Texas, since 
1939, has re- 
signed his posi- 
tion effective 
September 1. At 
that time he will 
become the ad- 
ministrator of 
the Shannon 
West Texas Me- 
morial Hospital 
at San Angelo. 
From 1937 un- 
til 1939 Mr. Ter- 
rell was business manager of the 
Wilson N. Jones Hospital, Sher- 
man, Texas. 

Mr. Terrell is a member of the 
American College of Hospital Ad- 
ministrators and a member of the 
Association’s Committee on Coor- 
dination of Activities. 








ANTHONY C. GARRICK has been 
appointed superintendent of Sa- 
maritan Hospital, Troy, N. Y. Mr. 
Garrick recently completed the 
course in hospital administration at 
Northwestern University, Chicago. 





LUCETTA K. DRAMBLE, R.N., has 
been named superintendent of the 
Suburban General Hospital, Pitts- 
burgh. Miss Dramble has been with 
the hospital: for eight years in va- 
rious administrative positions and 
has been assistant superintendent 
for the past four years. 





GEORGE W. WHARTON is the new 
administrative assistant in charge 
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OFFICIAL BUSINESS 








When the Board of Trustees met 
in June, it approved, among other 
things, four statements of Associa- 
tion policy. “Service Benefits in 
Blue Cross Plans” outlines hospi- 
tals’ and Blue Cross plans’ respon- 
sibilities in providing full service 
benefits to the public. A resolution, 
originating with the Council on 
Government Relations, clarifies 
the Association’s recommendations 
on furnishing hospital care for vet- 
erans. These are printed in full. 

Two other statements, ‘The 
Blue Cross Concept” and “Hospi- 
tals’ Community Relations,’ were 
printed in HospiTats for August. 


Service Benefits in 
Blue Cross Plans 


Hospital care is a combination 
of professional, custodial and me- 
chanical services used to an extent 
which is unpredictable to the in- 
dividual both as to time and types. 
To often hospitals and other pro- 
ponents of prepayment health 
plans, whether they be enthusiasts 
for voluntary or compulsory pro- 
grams, place emphasis on the cost 
of these services. The dollar sign 
is frequently used to point the way 
in which the program should de- 
velop. But the sick person neither 
has control over the services he 
needs nor can his illness be over- 
come by the application of dollars 
to his condition. The results of 
hospital care are sought, not the 
means with which to purchase 
them. The sick man needs care. 
Hospitals have been organized and 
function for the single purpose of 
meeting this need. Blue Cross plans 
are designed to extend hospital 
services in all directions on the 
basis of this need It is axiomatic 
that the hospital patient requires 
the complete service benefits of the 
institution to overcome his illness. 

Service benefits and _ hospital 
sponsorship compose the founda- 
tion upon which the Blue Cross 
movement is built. Without serv- 
ice benefits there is no need for 
hospital sponsorship; without hos- 
pital sponsorship, service benefits 
cannot be offered. Historically the 
unique feature of Blue Cross plans 
has been their offering of this 
broad coverage type of contract 
incorporating service benefits 
rather than cash indemnities for 
their subscribers. Both. hospital 
and Blue Cross literature frequent- 
ly refer to this special feature of 
the program. The approval stand- 
ards of the American Hospital As- 
sociation for Blue Cross plans urge 
member hospitals to cooperate with 
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plans in providing complete hos- 
pital care as service benefits under 
the subscriber contracts. 

Because of service benefits and 
hospital sponsorship, plans have 
been established in a separate cate- 
gory under most state legislation 
governing insurance activities. 
They enjoy special tax privileges. 
They are accepted in their com- 
munities as a part of the hospital 
program. They extend the scope of 
the social welfare work of the hos- 
pital. Any weakness on the part of 
Blue Cross plans and hospitals in 
their adherence to this one feature 
which makes plans unique in the 
field of social insurance will in- 
volve the risk of their losing public 
support and their preferential po- 
sition under insurance and tax 
laws, and may be construed as an 
admission of their inability to dis- 
tribute hospital care on the basis 
of need. 


The service benefit: Hospital ser- 
vices involve all the professional 
and technical personnel of the hos- 
pital, supplemented by mechanical 
aids which have been coordinated 
into a working unit to complement 
the physician’s knowledge and 
practice in the treatment of his 
patient The service benefits of a 
Blue Cross contract extend through 
the whole of the hospital organiza- 
tion, including the most complex 
and the simplest types of proce- 
dures. 

Under this broad definition the 
service benefit covers all degrees of 
illness. It provides care in accord- 
ance with need. Its elasticity covers 
the requirements of all patients. It 
is not designed for only the average 
patient. The extreme catastrophic 
illness obtains full coverage just 
as the minor, less devastating con- 
dition. 

Service benefits in the Blue Cross 
plans make the entire hospital or- 
ganization available to prescrip- 
tion for the individual patient. No 
dollar limitations stand as deter- 
rent factors in the provision of nec- 
essary treatment. No necessary 
service is omitted because of cost to 
the patient. 


The cash indemnity: The usual form 
of commercial insurance coverage 
and the proposed governmental 
health insurance programs provide 
dollar allowances toward the pur- 
chase of hospital care. Predeter- 
mined, established allowances are 
paid for room and special services 
when hospital care is required. 
These are cash indemnity benefits. 

Under any indemnity plan, at 
best, only a minimum average cost 
of hospital care is used as the basis 


for reimbursement of insured pa- 
tients. Thus very few receive the 
exact amount required to purchase 
the services they need. Those pa- 
tients whose hospital care re- 
quirements exceed the average are 
not fully reimbursed. Conversely, 
those patients who use less than 
the average amount of service may 
actually profit from their hospital 
experiences. The cash indemnity 
benefit is not flexible to meet the 
needs of individual patients. Under 
a program of indemnity benefits 
there is no guarantee that full pay- 
ment for care will be made to the 
hospital. 


Partial service benefits: No Blue Cross 
plan or insurance company has as 
yet achieved the ultimate goal of 
the service benefit principle by 
providing complete hospital care 
without limitations as to either 
amounts or types. However, a num- 
ber of plans do provide most basic 
services and some have moved 
close to this ultimate objective. Al- 
so, there are some plans which 
have adopted variations of the pure 
service benefit principle. In the 
main, these compromises have 
been accepted as temporary expe- 
dients rather than as a matter of 
long-range policy. 

SERVICE WITH CASH LIMITATIONS: 
Under this restriction, patients are 
provided service benefits measured 
in dollar amounts up to establish- 
ed ceilings. Although these ceilings 
on specific services are usually 
higher than the average charges to 
groups of patients, they do not al- 
low the flexibility which is neces- 
sary to serve the unpredictable 
needs of individual patients. Be- 
cause separate limits are placed 
upon each service, this type of 
benefit may be even less desirable 
to the patient than a lump cash in- 
demnity. He cannot accumulate his 
allowances for application to any 
single special service of which his 
particular illness may require large 
amounts. Thus he may find that 
some benefits are lost through dis- 
use and others are inadequate be- 
cause of excessive use. 

COMBINATION SERVICE AND IN- 
DEMNITY BENEFITS: Two general 
forms of combined types of benefits 
have been adopted by plans. The 
first provides a cash indemnity for 
the purchase of room accommoda- 
tions and a service benefit for the 
special services of the hospital. 
This arrangement allows the hos- 
pital to raise and to lower its 
room charges at its own discretion 
and to charge the patient the dif- 
ference between the plan allow- 
ance and its prevailing room rate. 
Thus the hospital can adjust its 
income from plan patients from 
time to time without changing its 
contract with the plan. 

The established room indemnity 
provides some opportunity for the 
patient to estimate the amount of 
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liability which he must assume be- 
cause the per diem amount is fixed 
at the time he enters the hospital 
and his length of stay usually can 
be predicted with reasonable ac- 
curacy. 

The second type of combined 
service and indemnity benefits 
takes the form of service for most 
types of illness, and indemnity for 
special diagnosis, such as mater- 
nity care, contagious disease or 
mental illness. This arrangement 

-is defended on the grounds that 
for maternity care the need is pre- 
dictable; the patient has adequate 
time to plan for it and therefore it 
is in a different category from 
general illness. The treatment of 
contagious disease and mental ill- 
nesses is usually provided in gov- 
ernmental hospitals partially or 
entirely supported by tax funds 
and therefore it is felt that a cash 
allowance toward this expense is 
adequate protection for the indi- 
vidual and that long-term care for 
such conditions need not be as- 
sumed by Blue Cross plans. 

DEDUCTIBLE COVERAGE: In a pre- 
payment hospital plan this ar- 
rangement requires the patient to 
assume responsibility for payment 
of a fixed amount of the hospital 
charges incurred before the plan 
liability begins. The theory of de- 
ductible coverage assumes an elec- 
tive loss and a control of elective 
use. It is applied in commercial in- 
surance programs to escape small 
claims. But the insured loss in hos- 
pital coverage is relatively small 
and factors other than choice act 
as deterrents to the use of hospi- 
tal services. 


This additional restraint on the 
use of hospital care would prob- 
ably bar from service a number of 
patients who should have and bad- 
ly need the benefits. It appears, 
therefore, that the deductible fea- 
ture does not contribute to the ef- 
fectiveness of hospital plans. It 
creates an unnecessarily rigid con- 
trol of the use of service and thus 
it is not compatible with the ob- 
jectives of Blue Cross plans. 

SERVICE WITH A CONTROLLED PER 
DIEM PATIENT PAYMENT: Under 
this arrangement the patient re- 
ceives service benefits and is re- 
quired to pay the hospital an es- 
tablished amount per day of hospi- 
tal care. The amount is relatively 
low. It is predictable as to amount, 
estimates being dependent only 
upon length of stay. It has the ef- 
fect of reducing the liability of the 
plan which is an alternative to 
increasing rates during inflationary 
periods. It is a form of co-insur- 
ance. The main disadvantage of 
this arrangement is that it places 
the largest financial burden for 
hospital expense on the patients 
who use the service rather than 
spreading the cost evenly over all 


136 





participants in the plan. Also, it 
adds a difficult sales hurdle. 


Indemnity benefits appraised: The pur- 
pose of the Blue Cross plans is 
to make hospital care available in 
proportion to need and in a way in 
which the majority of people can 
participate. Cash indemnity bene- 
fits do not meet these conditions. 
They are not flexible to meet in- 
dividual needs. The public requires 
protection against the hazards of 
catastrophic illness more than it 
needs protection against the cost 
of average illness. Under extreme 
conditions the extra charges for 
care under an indemnity program 
frequently exceed and sometimes 
amount to more than double the in- 
demnity amounts allowed. Also, 
indemnity benefits become less and 
less helpful to the individual as 
hospital costs increase. 

It appears that the only justifi- 
able application of indemnity bene- 
fits in Blue Cross plans lies in the 
luxury service category. This is a 
level of service which can be chos- 
en by the patient with full realiza- 
tion of its additional cost to him. It 
seems imperative to provide full 
service benefits for essential ser- 
vices and if necessary, only partial 
indemnity allowances for elected 
high cost comforts. 

Indemnity benefits are in conflict 
with both the purpose and method 
of operation of Blue Cross plans. 
A compromise of the service bene- 
fit principle would expose the pro- 
gram to the risk of disintegration. 
The general adoption of indemnity 
benefits will doom Blue Cross plans 
to a position of impotence and me- 
diocrity. 


Trends toward indemnity benefits: The 
move toward indemnity benefits in 
Blue Cross plans has been accel- 
erated by current economic condi- 
tions and the pressure for enroll- 
ment of additional subscribers. Al- 
though the arguments and reasons 
for the adoption of indemnity 
benefits grow out of local condi- 
tions, they have their foundation 
on these two basic motivating 
forces. Both are fundamental con- 
siderations. Neither can be ignored. 
Yet their very importance 
strengthens the insidious manner 
in which their influence can be ap- 
plied to weaken the Blue Cross 
program. 


Economic considerations: The contin- 
uously increasing cost of hospi- 
tal care has created a difficult prob- 
lem in Blue Cross finance. But the 
situation is not greatly different 
from that faced by hospitals or in- 
dustry. As personal services and 
materials have increased in cost, it 
has been necessary to raise the 
price of hospital service and indus- 
trial products. In view of this up- 


ward trend in the economic cycle, 
subscribers to Blue Cross plans ex- 
pect to pay more today for the 
service formerly purchased at a 
lesser amount. Yet some plans have 
attempted to hold their subscrip- 
tion rates at prewar levels, or they 
have increased rates to a degree 
which only partially compensates 
for the increased cost of providing 
hospital care. A considerable num- 
ber have actually reduced benefits 
by offering varying degrees of in- 
demnity coverage. 

This trend is not based upon facts 
of experience or subscriber opinion. 
Rather, it stems from an urge to 
obtain temporary balance between 
income and expense. But it is only 
when complete indemnity benefits 
are offered and a static level of 
use is established that an inflexible 
subscription rate can be main- 
tained. Indemnity benefits can be 
achieved by administrative deci- 
sion, but the level of use is subject 
to change and is not completely 
within the control of the plan. It is 
influenced by health education pro- 
grams, advances in medical science, 
abuse of the ready availability of 
hospital facilities and economic 
conditions. To meet the require- 
ments of increased cost because of 
greater utilization, the plan must 
ultimately increase subscription 
rates or reduce benefits. Thus, a 
decision to adopt indemnity bene- 
fits is at best a temporary expe- 
dient in the solution of a plan’s 
economic problems. 

The public supports service 
benefits in Blue Cross plans. There 
is good evidence that a justified in- 
crease in rates properly handled 
results in increased membership. 
Also, subscriber polls have indicat- 
ed that the public prefers increased 
rates to reduced benefits. There is 
no evidence that any plan today is 
charging more for service benefits 
than the public is willing to pay. © 
The public appreciation of good 
hospital care has kept pace with 
its increased cost. 

SALES PRESSURE: A second basic 
reason for the trend toward in- 
demnity benefits stems from an all 
too frequent fatalistic capitulation 
of the sales and promotional staffs 
of plans to the commercial insur- 
ance principles which underlie in- 
demnity benefit programs. 

Even with a price advantage 
during the early years of Blue 
Cross development before the pub- 
lic was aware of the special values 
of the service contract, it was often 
difficult to sell the intangible values 
of service benefits over the dollar 
defined indemnity allowances of 
commercial insurance. That price 
advantage has disappeared in many 
plans and in some Blue Cross rates 
are higher than those for limited 
indemnity commercial coverage. 
The increasing sales resistance to 





HOSPITALS 


























a full service benefit program be- 
cause of its higher cost explains in 
part the reluctance of Blue Cross 
plans to continue indefinitely into 
the unpredictable inflationary area 
of hospital costs. 


However, the fact that subscrip- 
tion rates can be increased to sus- 
tain the same high level of service 
benefits previously offered is proof 
of the increasing value of this type 
of contract. The basic method for 
distribution of subscription income 
and the ultimate use of high per- 
centages of the subscription dollar 
for the purchase of hospital care 
have not changed. These facts 
coupled with a full description of 
the flexibility of service benefits 
are the armamentaria of the sales 
and promotional staff of the plan. 
That group must not use expedien- 
cy and artificial enrollment goals 
to justify their pressures for adop- 
tion of an indemnity program 
which ultimately may develop into 
a skeleton offering, orphaned by 
hospitals and ignored by the public. 


The importance of maintaining 
service benefits is as great as ever. 
The possibility of retaining this im- 
portant feature is well within the 
reach of all plans. In support of 
this fact is the conclusive evidence 
supplied by the example of the 24 
plans which continue today to pro- 
vide service benefits to nine mil- 
lion people without resort to any 
type of indemnity allowances. 


Hospital Support Required: Some sac- 
rifice and full support on the part 
of hospitals may be required to 
maintain a service benefit program 
during inflationary periods. It is 
self-evident that only a tenuous 
balance between income and ex- 
pense can exist in a contractual 
arrangement which provides a sta- 
bilized income and an increasing 
expense. Hospitals should expect 
that sooner or later one of the in- 
creases in their payments may be 
reflected as an operating loss to the 
plan. If this condition develops, it 
will continue until the established 
subscription rates are increased to 
offset the greater hospital require- 
ments. 


It is unreasonable to expect plan 
administrators to be solely respon- 
sible for the periodic need for ob- 
taining greater income because of 
Increased payments to hospitals. 
Rather, they should have the coun- 
sel of hospital administrators in 
estimating the probable limits of 
future increases in hospital costs 
which dictate the need for changes 
in plan income. 


Hospital need for greater income 
to cover comprehensive service has 
encouraged compromise with a 
pure service benefit program. But 
indemnity contracts which require 
additional collections from the pa- 
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tient can adversely affect hospital 
income during times of financial 
stress and this is an important fac- 
tor from the hospital viewpoint. 
Also, the possible adverse public 
reaction which might result from 
the partial protection implied in 
indemnity benefits is a considera- 
tion of prime importance. These 
possible developments which have 
direct hospital bearing should im- 
pel unequivocal hospital support of 
service benefits when compromise 
with indemnity provisions is con- 
sidered. 





Administrative controls of expense and use: 
It is apparent that there are spe- 
cial, inherent difficulties in the 
maintenance of a balance between 
income and expense in a service 
benefit program which may not 
occur in the conduct of an indem- 
nity plan. Therefore, some phases 
of Blue Cross administration may 
need re-examination, modification, 
or emphasis to assure their contin- 
ued ability to provide service bene- 
fits. 

In most plans the per cent of 
income used to support adminis- 
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Profitable Answer to a Double Problem: 


HOW CAN WE GET THE FUNDS WE NEED FOR CONSTRUCTION ? 
HOW CAN -WE BUILD BETTER COMMUNITY RELATIONS ? 


We 


Voluntary hospitals throughout the country are con- 
stantly beset by this double problem. The progressive 
Board of Trustees and hospital administrator know 
that it is not enough merely to raise the funds they 


Unless a fund-raising campaign pays dividends in 
increased public understanding and good will it has 
not been completely successful. 

B. H. Lawson Associates constantly bear this fact 
in mind in planning and directing hospital fund-rais- 


Won't you let us tell you about our methods of fund- 
raising campaign direction? We would be pleased to 
have our representative call to explain our services 
and their cost or to send, without obligation, the illus- 
trated brochure, “Your Appeal to the Public.” 


B. H. Lawson Associates 


INCORPORATED 


200 Sunrise Highway - Rockville Centre, New York 










































Ideal For Premature, Normal Babies 


3000 EVENFLO Nursers 
Autoclaved Per Day! 


BABY FORMULAS, of San Francisco, 
supplies five major hospitals and hun- 
dreds of private homes. Over 3000 
Evenflo Nursers in 4- and 8-oz. sizes 
are used daily to process a variety of 
formulas. 


BABY FORMULAS eliminates con- 
tamination by (1) removing formula 
preparation from zone of possible in- 
fection; and (2) using modern Even- 





trative procedures probably should 
not be reduced much below present 
experience. At least whatever sav- 
ings might be accomplished in this 
phase of plan operation would not 
be adequate to offset increasing 
hospital costs. 

However, other administrative 
controls have broad bearing on 
subscriber utilization. The applica- 
tion and maintenance of sound 
enrollment regulations will be re- 
flected in low utilization. The or- 
ganization and conduct of an effec- 
tive public education program 
concerning the purpose and method 
of operation of a Blue Cross plan 
will mitigate against the overuse 
of care. The establishment of a 
close working relationship with 
hospitals and the professions will 
reduce the frivolous use of service. 

A combination of sound day-by- 
day administration, intense self- 
education of the groups involved in 
the conduct of the program and a 
comprehensive program for educa- 
tion for the persons who use the 
benefits of the plan will reduce the 
demand for care and increase the 
amounts available to provide serv- 
ice benefits to those who legiti- 
mately need them. 


Re-evaluation of fringe benefits: It is 
possible that plans should revei 
to their founding principles anc 
rigid adherence to the basic pur 
pose of their existence. Plans be- 
gan by covering ordinary, unpre- 
dictable, general illness in genera! 
hospitals. During the years a num- 
ber have liberalized their contracts 
to include allowances for care of 
tuberculous and mentally ill pa- 
tients. Others offer payments to- 
ward the care of contagious diseas- 
es in governmental hospitals. Many 
cover maternity care without lim- 
itations. Most assume responsibility 
for emergency outpatient visits. 
Waiting periods for known condi- 
tions have been reduced or com- 
pletely removed for all new sub- 
scribers in some plans. In others, 
these waiting periods have been 
removed as an inducement for 
enrollment of high percentages of 
individual groups. The period of 
hospital care has been extended 
far beyond original allowances and 
there has been a trend toward the 
inclusion of luxury services. 

Although these liberalizations 
are desirable, they all have direct 
bearing on the financial experi- 
ence of the plan. They need re-ex- 
amination in the light of present 





flo Nursers which seal both formula 
and nipple together for autoclaving. 


Write for free sample of 4 oz. Even- 
flo Nurser and suggested hospital 
techniques. Genuine Evenflo—the best 
costs less. 

* Patented by 
The Pyramid Rubber Co. 
Ravenna, Ohio 


Nipple and formula 
sanitarily sealed in 
4-0z. Evenflo Nurser. 


Evenfle 


America’s 
Most Popular Nurser 
“IT BREATHES AS IT FEEDS!” 
















Approved by Doctors and Nurses 





Does your institution have Fracture 
cases, Heart patients, back or Spinal 
injuries, Weak, Convalescents or Old? 


IF SO YOU NEED 


THE 3 WAY Reading Stand 


« (Light attachment available) 


Sold by Hospital Supply Dealers 
everywhere. 


Ask your Dealer, or write 


ROY KETCHEM, Mfg. 
Horseheads, New York 















For Better Filing of 
Your Case Histories 


USE 


Film-a-record 
TO MICRODEX 
YOUR RECORDS 


MICROFILMING GIVES YOU: 


e 98% saving in filing and floor space. 
e Assured record protection and permanence. 


MICRODEXING GIVES YOU 5 PLUS VALUES: 


You control the operation and inspection of 
every phase of your microfilming. 


You find micro-records faster than originals. 


Your micro-records are certified for possible 
use as legal evidence. 


Your present filing system is permanently 
paralleled on film. ; 


e Your micro-records incorporate controls de- 
signed to prevent misfiling. 








You can buy or rent Film-a-record—immediate de- 
livery. The Microdex indexing system is available 
at nominal cost and can be used with whatever make 
of microfilming machine you now have. Write for 
our free booklets on Film-a-record and Microdex. 


PHOTO RECORDS DIV., ROOM 139, 315 FOURTH AVE., N. Y. 10 
FOR GREATER HOSPITAL EFFICIENCY — USE PHOTOGRAPHY 


Remiaglon Road 
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low Keady aes Vw Kevised Dud Edition 
- | MANUAL 4, MEDICAL RECORDS LIBRARIANS 


BY EDNA K. HUFFMAN, R. R. L. 


Thoroughly Revised — Greatly Enlarged Book 


with timely chapters on the latest Medical Record Librarian 





y knowledge and procedure . . . entirely new chapters on 

S. ORGANIZATION and MANAGEMENT . . . greatly enlarged 

= reference of MEDICAL TERMINOLOGY. 

= 

i AN p % Authoritative manual for medical record department, the 

“ A : <" . medical record librarian and the student. 

yr THE AUTHOR 

yf % Invaluable to every hospital administrator to assist him in 

yf Edna K. Huffman, R.R.L. meeting requirements of the point-rating system of the A.C.S. 

d is Director Program of in the Medical Record Department. 

d Medical Records Library 

e ao yee te he % Standard reference work for hospital, medical, vocational 
Records Consultant. Em- and other libraries . . . for physicians’ secretaries, department 

1S inently qualified through heads, trustees, staff members, etc. 

t education and long ex- 


- perience to author this ‘ : . ‘ ; ; ; : 
practical, authoritative Practical, concise, easy to read. 400 pages, 73 illustrations. Size 6% x 914, bound in blue cloth. 


t book. Per copy $4.50 (Postage paid in U. S. if remittance accompanies order). ORDER TODAY. 


PHYSICIANS’ RECORD CO., Publishers 161 W. Harrison St., Chicago 5. Ill. 








A WINNING COMBINATION! 
, / SUPERIOR QUALITY 
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The Role of 


IODINE 


in Clinical Diagnoses 


e Diagnosis is the art or scien- 
tific process by which a disease 
is recognized. Success or failure 
in establishing a correct diag- 
nosis depends in large measure 
on the use of reliable, safe and 
efficient clinical and laboratory 
procedures. 

e Iodine compounds occupy a 
unique position as indispen- 
sable aids in providing X-ray 
evidence that is informative 
and most frequently complete. 
They supply the ideal contrast 
media for many diagnostic pro- 
cedures—including bronchog- 
raphy, cholecystography, py- 
elography and myelography. 
Without these compounds, an 
accurate diagnosis might be 
difficult or impossible to make. 
e Likewise in the fields of pre- 
vention and therapy, few medi- 
caments serve such useful and 
varied purposes as Iodine with 
its many compounds and de- 
rivatives. 


IODINE 
EDUCATIONAL 
BUREAU, Inc. 


120 BROADWAY, NEW YORK 5,N. Y. Z 








conditions. It appears that these 
fringe and luxury benefits should 
be sacrificed if necessary in the 
interest of maintaining basic serv- 
ice benefits in Blue Cross contracts. 


In summary: Only through service 
benefits can the objectives of Blue 
Cross plans be achieved. The re- 
sults of expertly guided plan ad- 
ministration, steadfast hospital sup- 
port, a full public appreciation, 
ultimately will determine the abil- 
ity of plans to maintain or achieve 
their full service benefit programs. 

Blue Cross plans are selling the 
hospital to the public when they 
offer service benefits. Through this 
agency the whole of hospital effort 
is placed in juxtaposition with the 
people for whom that service was 
organized and is maintained. Blue 
Cross plans and hospitals have re- 
sponsibility for maintaining that 
relationship through their offering, 
promoting, and selling service ben- 
efits to the whole American public. 

The basic strength of Blue Cross 
plans rests in their service benefits. 
This appealing characteristic is 
possible only because of hospital 
sponsorship of the program. With- 
out this feature, unique in the Blue 
Cross contract, there is no need for 









hospital sponsorship and_ benefii 
guarantees. Stripped of this sup- 
port and with the loss of the speciai 
values inherent in service benefits, 
Blue Cross plans would become 
just one more group of hospital 
insurance carriers. 

But if they hold fast to the orig- 
inal concept of service in propor- 
tion to need, they will retain for 
posterity a comprehensive program 
of self-help, the counterpart of 
which has never before been de- 
veloped throughout the history of 
the world. 


Hospital Construction by the 
Veterans Administration 


WHEREAS the American Hospital 
Association considers that the pres- 
ent and proposed program for the 
expansion of the Veterans Admin- 
istration hospital system is not in 
the best interests of veterans them- 
selves or of the country as a whole 
and should be improved because: 

1. The Veterans Administration 
hospital system is already beyond 
the maximum size at which effi- 
cient administration can readily be 
provided. 

2. Except where veterans hospi- 
tals have been planned or con- 











HOSPITAL SHEETINGS 
of UNSURPASSED Quality 








The words “Made by Hodgman” do more 
than identify the manufacturer of HORCO 
Hospital ga They denote an enduring 
bility which guarantees 
the per Board of all Hodgman Products. In 
HORCO Sheetings, quality and skill have 
brought to a high degree superior features of 
protection against rough treatment for long 
periods . . . comfort that allows free move- 
ment and action .. . durability to resist the 
wear and tear of much handling and clean- 
ing . . . economy that results from longer 
pos better service. 


HORCO Sheetings are Lt ae to meet the 
most rigid Where 
quality is a prime consideration, they are 
overwhelmingly preferred by many hospitals 
throughout the country. Ask your jobber. 


HODGMAN RUBBER CO. 


FRAMINGHAM, MASS. 
CHICAGO, ILL, I5 N. Jefferson St. 
NEW YORK, N. Y., 261 Fifth Ave. 
SAN FRANCISCO, CAL., 121 Second St. 
Distributed by JACK C. KERN CO. 
2100 McKinney Ave., Dallas, Texas, and 
5618 Lake Shore Drive, Knoxville, Tenn. 
































Accounting 
Systems 
“DIAGNOSED” 


osPITALs frequent!y call us in for 
H consultation on their accounting 
problems. Because of our long experi- 
ence in designing and installing com- 
prehensive and approved accounting 
systems for hospitals, we often dis- 
cover opportunities to simplify pro- 
cedures and give administrators more 
complete and accurate information 
than they previously received. Further 
details regarding our experience, per- 
sonnel and facilities will be supplied 
upon request. 


F.T. MUNCIE & CO. 


Auditors, Accountants and Consultants 


17 years of active experience in hospitals, 
serving some of the most prominent. 


333 NORTH MICHIGAN AVENUE 
CHICAGO 1, ILLINOIS 











HOSPITAL PACKAGE—ARZOL 


Silver Nitrate Applicators 


Silver Nitrate 75% 
re NOE ID cisscecpcesecescsscsone $2.50 
ee ee eee $4.00 
Packed in vials of 100's 
Arzol Chemical Co. 
Nyack, N. Y. 
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ANNOUNCES 


“PERFECTED 


FOR WARDS AND SEMI-PRIVATE ROOMS 





@ “Perfected” Bed Screening gives 
private room convenience and at- 
mosphere to the most occupied 
parts of the hospital. This modern 
equipment completely overcomes 
the problem of whipping curtains 
around corners without tugging or 
pushing. There is no jamming at 
the corners—no guiding or coaxing 
necessary. The curtains glide so 
easily that noise ceases to be a dis- 





The above illustration 
shows how the rollers are 


whipped around the 
turbing factor. There are no floor 


obstructions—the doctor and nurse 
have plenty of room to do their 
work at the bedside. A smart, col- 
orful installation. Write for illus- 


corners without jamming. 
For clearing window 
openings and other ob- 
’ structions, bends in the 
channel must have no trated bulletin giving complete in- 


joints. Smooth, quiet. formation and specifications. 






HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 
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bam Melia akelili 
DURABLE, ALL-WELDED 


CONSTRUCTION 
specify 


PROMETHLUS 


STAINLESS STEEL 


| Rokeow me onek, Aid Geka.) 


Model No 
1038 —. 
serves 60 to 
100 pa- 
tients. Note 
large heated 
drawer. 









45 years of experience insures the ultimate in design, 
construction, performance and economy of operation. 
That's why your best buy is PROMETHEUS! 




















































Model No. 1023 — tray con- 
Sveyor, 4 heated shelves, 1 
~ <“¢old compartment. Holds 16 

trays (22Ve"' x 1612") 4 toa 
~ ~ghelt, Extremely mobile. : 
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UNDERWRITERS’ APPROVED 
Write for complete details 


RIL Tl Vhe IS 


ELECTRIC CORPORATION 
401 WEST 13th STREET - NEW YORK 14, N. Y, 









CHECK THIS 
PATIENT’S 
GOWN 


aster 


“MADE STRONGER: ? 
WILL WEAR LONGER" 


ig 


—_ AEAINST 
YOU HAVE EVER 
PURCHASED BEFORE 


If quality is of interest to you . 
if tailoring is important .. . if price 


is a factor . . . then we know you'll 


order this gown. 


SPECIFICATIONS 


Made from long-wearing, unbleached, 
type 128, 64 x 64, 8.50 sheeting; full 
38” long; 57” around; 18” sleeve; the 
two ties are bar-tacked; yoke neck is 


reinforced. 


PRICE 


$16.90 


PER DOZ availableat 
F.O.B. GREENSBORO | $18.40 per doz. 
NORTH CAROLINA 


NOTE: Same 
gown with rag- 
lan sleeves 





SEND TODAY FOR SAMPLES 


structed near medical centers or 
large population centers they have 
frequently been located in out-of- 
the-way places which are not read- 
ily accessible to veterans in need 
of care. Thus, general medical and 
surgical care has often been avail- 
able at great inconvenience to 
veterans and at. unreasonable ex- 
pense to the taxpayer. 

3. Under present laws and regu- 
lations veterans are not permitted 
free choice of doctor or hospital but 
in order to receive care at govern- 
ment expense must accept it from 
government hospitals and govern- 
ment doctors. This break in con- 
tinuity of care is not always bene- 
ficial to the patient. 

4. The Veterans Administration 
has not been able to obtain pro- 
fessional and other trained hospital 
personnel to staff present facilities 
adequately and has had to close 
down existing beds because of the 
shortage of personnel. 

5. Since the total supply of pro- 
fessional and other trained hospital 
personnel in the nation is limited, 
further expansion of the Veterans 
Administration hospital system 
without relation to the needs of 
the whole population will aggra- 
vate the present shortage of per- 
sonnel. 

6. While the Veterans Adminis- 
tration has done its best to resist 
political and self-interested pres- 
sure groups, there is increasing 
danger that factors other than the 
best interests of veterans may in- 
fluence the location and construc- 
tion of veterans hospitals. 

7. Under the Hospital Survey 
and Construction Act plans are be- 
ing made in every state for build- 
ing hospitals in areas where they 
are most needed by the entire 
population. These plans are taking 
into consideration the needs of 
veterans as part of the general pop- 
ulation. But planning of veterans 
hospitals has not been related to 
the needs of the population as a 
whole. As a result there is duplica- 
tion of construction and lack of 


coordination between the veterans 


“hospital system and the systen 
which provides care for the entire 
population. Both conflicting sys 
tems are receiving federal support. ° 

8. New veterans hospitals are 
tremendously more expensive than 
hospitals being planned for the 
general population under the hos- 
pital survey and construction pro- 
gram. By proper coordination of 
the two programs better care could 
be provided for more veterans at 
less expense than is now possible 
under an independent program. 

9. It takes longer, and is there- 
fore more expensive, to care for 
veterans in separate hospitals. In 
the general medical and surgical 
hospitals of the nation, the average 
length of stay is less than 10 days; 
in this same classification of Veter- 
ans Administration hospitals, the 
average length of stay is more than 
three times this number of. days, 


10. The inadequate provision of 
care of long-term illnesses, mental, 
tuberculous and chronic, by the 
states, both as to quality and quan- 
tity of care, has stimulated the 
assumption of responsibility for 
such patients by the federal gov- 
ernment through the Veterans Ad- 
ministration. Such care is custom- 
arily a state responsibility and 
there are valid reasons for consid- 
ering in the future joint planning 
on a state level for the long-term 
care of both veterans and non- 
veterans who may need such care; 
therefore be it 


RESOLVED that the construction 
by the Veterans Administration of 
hospitals for general medical and 
surgical care be immediately lim- 
ited to those locations which are 
desirable in connection with med- 
ical centers, and be it further 


RESOLVED that all future con- 
structions of Veterans Administra- 
tion hospitals be integrated with 
hospital planning for the country 
as a whole, as now provided under 
the federal hospital survey and 
construction program. 
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CONGRATULATIONS 


To The American Hospital Association 
On Fifty Years of Service and Progress 


WARD B. JENKS and ASSOCIATES 


HOSPITAL FUND RAISING CAMPAIGNS 


20 WEST JACKSON BLVD. 


CHICAGO 4, ILLINOIS 
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